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Indian Health Service Integrated Diabetes Education and
Clinical Standards Recognition Program

“A system to assure quality diabetes services for your community”

Thank you for choosing the Indian Health Service (IHS) Integrated Diabetes Education and Clinical
Standards Recognition Program. The IHS Recognition Program enables you to seek recognition of
quality diabetes education and care services offered within your community. The IHS Recognition
Program offers you flexibility in measuring your program success against nationally accepted standards.

The IHS recognition program allows you to build program success by using a three-stage approach:

Level | - Developmental
Completion of all elements at this level shows your community that your health services are
starting work to develop a quality diabetes program.

Level 2 - Educational
Completion of all elements at this level shows your community that you provide quality diabetes
education services.

Level 3 - Integrated Diabetes Program

Completion of all elements at this level shows your community that you provide quality diabetes
education, clinical and public health services. Recognition at this level is the best you can be! It
means that your facility offers the best in diabetes care and education practices. This includes
community-wide prevention programs, diabetes clinical systems and educational programs for
people with diabetes and their families.

This manual was developed to assist you in meeting your diabetes recognition needs. We use the National
Standards for Diabetes Self-Management, May 2000, as the framework for the manual. Each of the ten
standards is divided into three sections: developmental, educational and the integrated public health
approach. Programs applying for the /HS Diabetes Education Program Recognition must meet the
review criteria listed in the developmental (Ievel 1) and educational (level 2) sections. Programs also have
the choice to apply for the IHS Integrated Diabetes Program Recognition by meeting the review
criteria elements at all levels.



Background

We developed the IHS Integrated Diabetes Education and Clinical Standards Recognition Program
to allow flexibility for Indian health programs (IHS, tribal and urban) to show quality diabetes
programming -- within the parameters of their health care infrastructure. IHS recognition will allow
education programs that serve American Indian/Alaska Native communities to seek Medicare
reimbursement.

Since 1984, the IHS National Diabetes program has endorsed the National Standards for Diabetes
Education. In 1986, a task force of representatives from Indian health diabetes programs identified
review criteria to guide diabetes program development and recognition within American Indian and
Alaska Native communities. Besides the National Standards for Diabetes Education, the IHS National
Diabetes Program task force included the IHS Standards of Care for Patients with Type 2 Diabetes.
Review criteria included factors effective for quality diabetes programs within tribal communities. Thus,
the Integrated Diabetes Education and Clinical Standards Recognition Program for American
Indian and Alaska Native Communities was developed.

The IHS National Diabetes Program task force reconvened in the fall of 2000 to revise the IHS
Integrated Diabetes Education and Care Standards and Recognition Program. The updated program
reflects the most current National Standards for Diabetes Self-Management Education (May 2000). We
continue to integrate the [HS Standards of Care for Patients with Type 2 Diabetes (March 2001) and
other factors effective for quality diabetes programs within tribal communities.

The IHS Recognition Program enables you to seek recognition for quality diabetes care and education
services in a way that best suits your community needs. Programs applying for the IHS Diabetes
Education Program Recognition must meet the review criteria listed in the developmental (level 1) and
educational (level 2) sections. Programs also have the choice to apply for the IHS Integrated Diabetes
Program Recognition by meeting the review criteria elements at all three levels.



How to Use This Manual

We have developed a three-stage approach that provides Indian health diabetes teams some flexibility in planning for program recognition. The
manual is organized by sections:

Section one (pages 5-17) contains each of the ten standards and review criteria. You will see that review elements for each standard are
divided into three levels:

developmental --The review elements at this level provide your program with a framework to build the infrastructure and capacity
necessary to sustain a quality diabetes program.

educational -- The review elements at this level continue to help your program identify the structure, process and outcome indicators
that point to a quality diabetes self-management education program.

Programs completing the developmental and education levels can apply for [HS Diabetes Education Program Recognition.

and, the integrated public health approach -- Completion of all elements at this level shows your community that your facility
provides quality diabetes education, clinical services and public health practices. Completing all of the elements at this level means you
provide exceptional diabetes education and care to the community.

Programs completing all three levels can apply for IHS Integrated Diabetes Program Recognition.

Section two (pages 18-22) contains definitions and terms used in the manual, a list of IHS Diabetes Centers and Model Programs, and a list of
IHS Area Diabetes Consultants and Advisors.

Section three (pages 23-30) contains the National Standards for Diabetes Self-Management Education and IHS Standards of Care for
Patients with Type 2 Diabetes.

Section four (pages 31-37) contains a checklist, with each standard and review element listed by level -- developmental (level 1), educational
(level 2) and public health (level 3). You may want to use this checklist to “rate” your program and identify gaps.

Section five (pages 38-47) contains a Diabetes Program Review Application and Instructions.

Section six (pages 48-56) contains sample forms including Healthy Behavior Form, Diabetes Health Assessment Form, and Indian Health
Diabetes Self-Management Education Referral Form.

As you prepare for IHS Diabetes Program Recognition, please check the IHS National Diabetes Program web site at:
www.ihs.gov/medicalprograms/diabetes for updates.



Section 1
IHS Integrated Diabetes Care and Education Standards
and Review Criteria




Standard 1

The Indian health diabetes
self- management education
entity documents an
organizational structure,
mission statement and goals,
and will recognize and
support quality diabetes
self-management education
as an integral component of
diabetes care.

Standard One -- Review Criteria

Level 1 -- Developmental

Team

A diabetes team structure and process are identified (composition of team, meeting place/time/frequency,
roles/responsibilities, etc.). Ata minimum, the team shall consist of a primary care provider (MD, DO,
NP, PA), registered nurse and registered dietitian. Other appropriate staff may be members of the team
(pharmacist, health educator, mental health, medical technologist, public health nurse, community health
representative, community members, health board members, etc.). Emphasis at this stage is the education
component.

Registry

A registry of all people served by the program (entity) with diabetes is in place. Registry information shall
follow standard data guidelines suggested by the IHS National Diabetes Program and IHS Area
Diabetes Consultant. Registry documentation should include the process used for annual updates. See
pages 22-23 for Area Diabetes Consultant (ADC) listing. Your ADC can help you with your registry
assessment.

Organizational Chart
Discussions begin to place the diabetes program within the appropriate administrative organizational

structure.

Program Manual
A program manual is being developed which includes an overall program description, policies, mission
statement, goals, annual plan, organizational chart, team member roles and responsibilities, education
program structure, forms etc. The manual will also include the following supporting documents:
* Team Commitment -- A written statement that affirms the use of a team to deliver diabetes
self-management education.
* Administrative Commitment -- A written statement signed by an appropriate official(s), which
affirms diabetes self-management education as an integral component of diabetes care.
* Tribal Commitment -- A written statement affirming the tribe’s commitment to diabetes self-
management education. Statement can be in the form of a letter, tribal resolution or found in the
mission statement.




Standard 1

The Indian health diabetes
self- management education
entity documents an
organizational structure,
mission statement and goals,
and will recognize and
support quality diabetes
self-management education
as an integral component of
diabetes care.

Standard One -- Review Criteria (cont.)

Level 2 -- Educational
Team
Meetings are documented and conducted on a scheduled basis. Monthly team meetings are encouraged.
Ataminimum, team meetings occur on a quarterly basis. Meeting minutes should document evidence of:
* role definition and responsibilities,
* communication among team members regarding program policies and goals and other
educational issues,
* coordination/consistent approach to interpreting diabetes concepts,
* coordination between appropriate departments.
Registry
There is evidence that the diabetes registry is updated annually. There is evidence that the diabetes
education team assesses the registry and uses information for annual planning.

Organizational Chart
The diabetes education program is recognized in the organizational structure of the facility. The line of
authority for thediabetes education program team and/or staffis identified.

Program Manual
Program manual complete (contains all necessary documentation supporting educational program,

including organizational structure, mission statement, goals, annual plan, description of educational team
and educational process, follow-up and other program components). Approval mechanisms for both
policy and program changes are clearly defined. There is evidence that the program manual is reviewed

annually and signed by appropriate individuals.



Standard 1

The Indian health diabetes
self- management education
entity documents an
organizational structure,
mission statement and goals,
and will recognize and
support quality diabetes
self-management education
as an integral component of
diabetes care.

Standard One -- Review Criteria (cont.)

Level 3 -- Integrated Public Health Approach

Team

Team membership includes clinical, educational, public health and community representatives (as
appropriate to the facility). Team minutes reflect a coordinated approach to diabetes management and
education. There is evidence of the integration of diabetes education and medical standards.

Registry Evidence
General diabetes registry, complication and other registries appropriate for the community (impaired
glucose tolerance, gestational, ESRD, hypertension, etc.) are in place and updated annually.

Organizational Chart
The diabetes program is recognized in the organizational structure of the facility.

Program Manual
The program manual describes educational, clinical and public health components for diabetes
prevention and management. The manual also includes documentation of:

* Team commitment. The National Standards for Diabetes Self-Management Education (May
2000) and the IHS Standards of Care for Patients with Type 2 Diabetes (March 2001) are
endorsed by all team members.

* Administrative commitment. The National Standards for Diabetes Self-Management Education
(May 2000) and the IHS Standards of Care for Patients with Type 2 Diabetes (March 2001)
are endorsed by the appropriate health care administration.

* Tribal commitment. There is a written statement in place affirming the tribe’s commitment to
address diabetes prevention and management (e.g., resolution, letter from tribal administration).



Standard 2

The Indian health diabetes
education entity will deter-
mine its target population,
assess educational needs, and
identify the resources neces-
sary to meet the self-manage-
ment educational needs of the
target population.

Standard 2 -- Review Criteria

Level 1 -- Developmental

Education Program

Tasks that need to be accomplished in order to develop an education program are identified and
outlined.

Assessment

The program describes its target population (newly diagnosed, gestational, elders, youth, etc.),
documents assessment activities, describes educational needs of target population(s) and identifies
program goals and objectives.

Resource Requirements

The program identifies the space, staffing, budget, instructional materials, staff education and other
resources needed to develop and maintain the diabetes education program. There is evidence of an
assessment process to identify education resources and interventions known to be successful for
American Indian/Alaska Native communities.

Level 2 -- Educational

Annual Goals and Objectives

There is evidence of annual program goals and objectives which are realistic, measurable and consistent
with the needs of the population served. Team meeting agendas/minutes reflect tracking and progress
towards annual goals/objectives. Resources are provided to meet identified goals and objectives.

Target Population
There is evidence that diabetes self-management services meet the needs of the target population.

Evidence can include team minutes, population assessments, community surveys, marketing brochures
and other related materials.

Resource Requirements
There is evidence of ongoing resource assessment as programs expand to meet community needs.

Access to Care

There is evidence that the Indian health diabetes education entity defines how a consumer gains access
to care. Evidence can include documentation in team minutes and/or program manual. Documentation
should include a short description of community access challenges/barriers and methods or strategies
used to improve access.



Standard 2

The Indian health diabetes
education entity will deter-
mine its target population,
assess educational needs, and
identify the resources neces-
sary to meet the self-manage-
ment educational needs of the
target population.

Standard 2 -- Review Criteria (cont.)

Level 3 -- Integrated Public Health Approach
Diabetes prevention and control services are considered at three levels:
* Primary Level: The maintenance of health by removal of precipitating causes and
determinants of departures from good health.
» Secondary Level: The early detection and management of disease before it has time to
progress and cause irreversible damage.
 Tertiary Level: Preventing deterioration and complications from occurring when disease
or disability are already established.
Annual Goals and Objectives
Community assessment information is expanded and utilized for annual planning. Diabetes team
develops goals and objectives based on assessment information. Methods shall include use of
information (community profiles, surveys, diabetes audit data, complications, etc.) obtained from various
assessment activities (tribal administration services, clinical or other public health approaches). There is
evidence of community-based and clinical diabetes prevention programs.

Target Population
There is evidence that diabetes self-management services meet the needs of the target population.

Evidence can include team minutes, population assessments, registry analysis, etc.

Resource Requirements
There is evidence of ongoing resource assessment as the program expands to meet community needs.

Access

The program defines how a community member gains access to the education and clinical services
(referral, self-referral, etc.). Community access issues for both educational programs and clinical
services are further defined and documented. Marketing strategies are developed to help increase
access to educational and clinical services.

Community Prevention

There is evidence of community-based prevention activities to promote healthy lifestyles (examples:
school health, elder programs, community group education, community healthy cooking classes, etc.).

Clinical Care
There is a system in place for maintaining continuity of care. This includes a mechanism to identify cases
lost to medical and educational follow-up. The utilization of follow-up services is tracked. 9



Standard 3

An established system
(committee, governing
board, advisory board)
involving professional staff
and stakeholders will par-
ticipate annually in a plan-
ning and review process that
includes data analysis and
outcome measurements, and
addresses community
concerns.

Standard 3 -- Review Criteria

Level 1 -- Developmental

Advisory Body

Program identifies advisory body(s) and documents communication. Advisory body(s) reflects
community served. Examples of an advisory body are Tribal Health Board, Governing Body, Tribal
Council, Wellness Committee; or, programs may create a new advisory system. Members should
represent both medical/educational and community/consumer groups. Multiple advisory bodies are
acceptable, based on established systems within communities (i.e. issues regarding diabetes education
with seniors may be addressed by both Tribal Health Board and Elder Committee, issues with school
health may be addressed by school board and/or Tribal Council.) Minutes should reflect advisory
body selection, approaches/methods used to seek advice and outcomes.

Level 2 -- Educational

Advisory Body
There is a process that provides community and other advisory member input to the education

program, including curriculum and annual program plan, at regular intervals, but at least annually.

Level 3 -- Integrated Public Health Approach

Advisory Body

The advisory body(s) has the opportunity to review and comment on diabetes programs including
curriculum, annual program plan and audit results. There is evidence that policy recommendations
have been forwarded to the administrative unit for approval and signatures.

10



Standard 4

The Indian health diabetes
education entity will designate
a coordinator with academic
and/or experiential prepara-
tion in program management
and the care of individuals
with chronic disease.

The coordinator will oversee
the planning, implementation
and evaluation of the Indian
health diabetes education
entity.

Standard 4 -- Review Criteria

Level 1 -- Developmental

Coordinator

A coordinator is identified. The coordinator is a credentialed health professional with appropriate
education and experience. The coordinator’s responsibilities and line of authority are defined.
Documentation of coordinator’s credentials, roles and responsibilities, and line of authority is found in

the program manual.

Level 2 -- Educational
Coordinator
The coordinator manages the following team efforts:

* development of goals and objectives,
» planning and implementation of program activities,
* evaluation of program content and outcome.

The coordinator acts as the diabetes education liaison between team members, departments or
programs and the community. The responsibilities shall be reflected in the position description and
employee performance appraisal system (urban, tribal or IHS). The coordinator documents a
minimum of twelve (12) hours every two years of continuing education in diabetes, educational
principles or leadership/management. Continuing education content and distribution of hours
should be based on professional discretion.

Level 3 -- Integrated Public Health Approach

Coordinator

The coordinator acts as a liaison between multidisciplinary team, programs and departments providing
comprehensive services for individuals with diabetes and their families. The coordinator manages the
diabetes education program and is a leader or team member in clinical and/or community diabetes
programming. Coordinator leads or helps organize diabetes chart audits and surveillance systems
(prevalence, complications, etc.), coordination of consumer care services, orientation of clinical staff,
field health, tribal and other personnel to diabetes programs, and program budget preparations.

11



Standard 5

The Indian health diabetes
education entity will involve
the interaction of the indi-
vidual with diabetes with a
multifaceted instructional
team, which may include a
behaviorist, exercise physiolo-
gist, ophthalmologist, optom-
etrist, pharmacist, physician,
podiatrist, registered dietitian,
registered nurse, other health
care professionals and para-
professionals.

The instructional team is
collectively qualified to teach
the content areas. The instruc-
tional team must consist of at
least a registered dietitian and
a registered nurse. At least
one of the instructional staff
must be Certified Diabetes
Educators (CDE), OR have
recent didactic and experien-
tial preparation in education
and diabetes management.

Standard 5 -- Review Criteria

Level 1 -- Developmental

Instructors

Diabetes program team members with knowledge and skill in diabetes education are identified and
appointed as the instructional team. The program manual will include listing of instructional staff,
credentials, roles and responsibilities. Indian health instructional teams must include a registered nurse and
aregistered dietitian.

Facilities, with documented justification, may include off-site professional staff /consultants (local contract,
Area Consultants, Model Diabetes Program staff, etc.) as instructional team members. Their role and
responsibility on the instructional team is based on community needs and documented in team minutes or
in the program manual. These facilities must have at least one RN or RD staff available for direct one-
on-one or group education services.

Level 2 -- Educational

Instructors

Instructors provide educational program services for the target population. Instructors use a variety of
teaching learning methods to meet the needs of the individual, family and community, and evidence of this
will be included in education program agendas and curricula outlines. There is evidence that the team
advocates a consistent and coordinated approach to present basic diabetes concepts. This approach is
promoted by review of education materials, teaching methods and activities.

Level 3 -- Integrated Public Health Approach

Diabetes Team

Instructional team is able to provide multifaceted level of diabetes education that includes integration of
traditional and western methods of teaching/learning activities. Components can include talking circles,
youth prevention groups, case management, elder teaching, increased use of paraprofessionals and other
strategies appropriate within community and cultural systems.

12



Standard 6

The Indian health education
entity instructors will obtain
regular continuing education
in the areas of diabetes
management, behavioral
interventions, teaching and
learning skills, and
counseling skills.

Standard 6 -- Review Criteria

Level 1 -- Developmental

Instructors

There is evidence that instructors are familiar with diabetes and its management in American Indian/
Alaska Native populations and have the knowledge, skills and abilities in behavioral interventions,
teaching/learning and counseling/communication methods.

Level 2 -- Educational

Instructors

There is evidence that instructors maintain a minimum of twelve (12) continuing education hours every
two years in diabetes management, behavioral interventions, teaching and learning skills, and counseling
skills. Continuing education content and distribution of hours should be based on professional
discretion.

Level 3 -- Integrated Public Health Approach

Diabetes Team

There is evidence that diabetes team members participate in yearly diabetes management, behavioral
interventions, teaching and learning or counseling skills workshops and in-service programs
relevant to diabetes in American Indians /Alaska Natives.

13



Standard 7

A written curriculum, with
criteria for successful learn-
ing outcomes, shall be avail-
able. Assessed needs of the
individual will determine
which content areas are
delivered.

Standard 7 -- Review Criteria

Level 1 -- Developmental
Curricula

Available diabetes education curricula are identified and reviewed. There is evidence that the
accepted curricula is reviewed and modified to fit community needs. Curricula will include written and
measurable learning objectives, a content outline, instructional methods, materials, and means of
evaluating the achievement of objectives. Content will include:

* Describing the diabetes disease process and treatment options

* Incorporating appropriate nutritional management

* Incorporating physical activity into lifestyle

« Utilizing medications (if applicable) for therapeutic effectiveness

* Monitoring blood sugar, urine ketones (if applicable), and using the results to improve
control

* Preventing, detecting, and treating acute complications

* Preventing (through risk reduction behavior), detecting, and treating chronic complications

* Goal setting to promote health, and problem solving for daily living

* Integrating psychosocial adjustment to daily life

* Promoting preconception care, management during pregnancy, and gestational diabetes
management (if applicable)

Level 2 -- Educational

Curricula

The curricula and other education program resources/materials are reviewed annually by instructors
for scientific accuracy and cultural relevancy. New materials used in the education program are field-
tested for relevance and comprehension. Interpreters (if used) are oriented on an established basis.

Level 3 -- Integrated Public Health Approach

Curricula

There is evidence of medical, public health staff and community participation in curricula review and
adaptation. Evidence can include medical staff minutes, memos or integration of diabetes care and
outcomes audit analysis. Community input can be documented with consumer feedback, focus
groups, field testing, survey or other methods.

14



Standard 8

An individualized assessment,

development of an
educational plan, and periodic
reassessment between
participant and instructor(s)
will direct the selection of
appropriate educational
materials and interventions.

Standard 8 -- Review Criteria

Level 1 -- Developmental
Assessment Form
Instructional team develops an individualized educational needs assessment process and form for docu-
mentation. Indian health facilities may use a standard IHS form, formatted PCC form or approved
medical record form. All forms must include information on relevant medical history, cultural influences,
health beliefs and attitudes, diabetes knowledge/skill, readiness to learn, preferred learning methods,
barriers to learning, family support and financial limitations.

Level 2 -- Educational

Educational Assessment

Instructional team adopts a standard diabetes education assessment process and documentation form.
This completed form is used as the tool to guide the individual educational process, which includes an
initial and ongoing educational plan. Educational assessment is done on an individual basis. Instructor
develops learning objectives and educational plan with the client. Client identifies behavioral objectives
with guidance from instructional team. Instructional team uses educational assessment as a basis of all
educational plans, interventions and material selection. Instructional team documents periodic reassess-
ment of individuals in case load.

Level 3 -- Integrated Public Health Approach

Coordinated Diabetes Care and Education

The multidisciplinary diabetes care and education team uses case management, or other organizational
diabetes best practice systems, which coordinates the ongoing diabetes care and education needs of
individuals on a consistent basis.

15



Standard 9 -- Review Criteria

Standard 9

There shall be documentation
of the individual’s
assessment, education plan,
intervention, evaluation, and
follow-up in the permanent,
confidential education record.

Documentation also will
provide evidence of
collaboration among
instructional staff, providers,
and referral sources.

Level 1 -- Developmental

Documentation Systems

Educational documentation methods (PCC, RPMS) and other educational forms are reviewed and
modified for program use. There is evidence that instructional staff are familiar with education codes
(RPMS preferred). SOAP charting is the accepted documentation method for educational interventions.
There is a process defined in the policy and procedure manual regarding transfer of confidential medical
record information.

Level 2 -- Educational

Medical Record

There is evidence of documentation of the teaching process including assessment, planning,
implementation, and evaluation of the individualized educational experience. All information about an
individual’s diabetes education contacts will be maintained in the medical record. Medical record
documentation shows evidence of collaboration among educational team, providers and other diabetes
personnel. Educational codes are used in facilities with RPMS. Documentation can include case
management reviews, referrals and referral summaries, follow up notices, plan of education or care, etc.

Level 3 -- Integrated Public Health Approach

Medical Record

All information about an individual’s diabetes education and clinical care will be maintained in the
medical record. All team members receive orientation and updates to diabetes documentation and
coding issues within facility. Documentation includes community services.

16



Standard 10

The Indian health diabetes
education entity will utilize a
continuous quality improve-
ment process to evaluate the
effectiveness of the education
experience provided, and
determine opportunities for
improvement.

Standard 10 -- Review Criteria

Level 1 -- Developmental

Evaluation

There is documentation of education program goals and objectives. Proposed evaluation design will
include both behavioral and clinical indicators.

Consumer Satisfaction

Mechanisms for evaluating consumer satisfaction of educational services are evident.

Level 2 -- Educational

Evaluation

There is documentation of education program impact and outcome evaluation data which measures
progress in achieving education program goals and objectives. Documentation includes:

¢ Input from diabetes team, health care providers and consumers,

* Program records documenting population served, types of services (individual/group, initial/
continuing/follow-up), length of participation, setting, content (PCC codes), age categories, etc.

* Evaluation process used for a minimum of one(1) behavioral and two(2) clinical indicators,
* Modifications made or action taken as a result of program evaluation and consumer feedback

Level 3 -- Integrated Public Health Approach

Diabetes Care and Outcomes Audit

There is evidence that a diabetes care and outcomes audit is conducted annually. Specific educational
indicators are included in the diabetes care and outcomes measures. Educational indicators are

modified or expanded annually within the facilities capabilities.

Diabetes Prevention Programs
There is evidence that community diabetes prevention programs have an annual program evaluation or
surveillance component in place.

Evaluation Results

There is evidence that continuous quality improvement data are shared with established advisory body,
appropriate tribal leaders, community systems promoting diabetes prevention, and the tribal community.
The results of these evaluations shall be used in subsequent planning and program modification.

17



Section 2

Definition of Terms

HS Model Diabetes Model Programs

HS Area Diabetes Consultants and Advisors




Definition of Terms

Advisory Body - A method that seeks guidance and
counsel from community representatives, health
care administrators and professionals re: diabetes
educational, clinical and public health programs
within the community.

Annual plan - Documentation that describes
program goals, objectives, implementation process
and methods, resource requirements/budget,
consumer access and evaluation methods. Diabetes
team uses the annual plan to monitor activities and
outcomes.

Behavioral objective - Medical record documenta-
tion of a patient identified behavior that he/she is
willing to change. The individual behavioral
objective should be realistic and measurable.

CEU - Continuing education unit. Documented in
hours of continuing education activity. Includes
CEU from accredited organizations and certificates
of attendance at diabetes related inservices,
regional meetings, etc. It is expected that profes-
sional staff will document majority of accredited
CEU. Paraprofessional staff may have greater mix of
accredited and non-accredited CEU.

Community - The social, cultural, political and
geographic environment within which the Indian
health facility offers services.

Consistent - Diabetes team members use the same
terms, materials and descriptors when educating the
community, individuals or families; “everyone is
getting the same message.”

Consumer access - A policy and process used to
instruct providers, individuals and families about
how to receive educational, clinical or public health
services.

Coordinated - Diabetes team works together in
program planning, implementation and evaluation.

Educational plan - Medical record documentation of
individual assessment, learning and behavioral
objectives and evaluation. SOAP format preferred.

Goal - A statement that defines program aim or
purpose.

IHS Diabetes Care and Outcomes Audit - A
diabetes care surveillance system that tracks
performance on more than 87 indicators to study
trends over time. The system is based on IHS
Standards of Diabetes Care (pages 25-30) updated
every two years. Information and directions for
incorporating this system can be found at:
www.ihs.gov/medicalprograms/diabetes.

Instructional material - Any material used in
educational programming including pamphlets,
audio-visual, models, etc.

Individualized educational assessment - The
process used to identify learning needs with an
individual; includes relevant medical history,
diabetes history, risk factors, cultural influences,
health beliefs and attitudes, barriers to learning,
health behavior goals, support systems and other
socioeconomic factors. Most information should be
gathered during an interactive interview with the
diabetes educator.

Instructors - Health care professionals with
knowledge, experience and demonstrated skill in
diabetes self-management education process within
AI/AN communities.

Integrated Indian Health Diabetes Education
Program - A quality diabetes education program
that meets the National Standards for Diabetes Self

Management Education. The program operates
within American Indian or Alaska Native communi-
ties and provides integration of diabetes education
standards within community system.

Integrated Public Health Approach - Indian health
diabetes program that offers quality diabetes
education, clinical and public health services to
consumers.

Learning objective - Medical record documentation
of diabetes education aim and purpose based on
individual assessment.

Objective - A statement that defines how programs
will achieve the aim or purpose.

Periodic assessment - A set period for evaluation
of program services.

Program manual - Documentation that describes
policies, procedures and other facility systems
created to enhance diabetes education, clinical care
and public health services within the community.

Resources - Materials, systems, professionals,
consultation, technical or public health services
available in community to enhance, support or
assist diabetes self-management.

Stakeholders - Community members, individuals
and families eligible for diabetes education, clinical
or public health services.

Surveillance - Data obtained within a set period
(quarterly, annually, weekly, etc.).

Target population - That group of individuals and
families who have the characteristics that the
diabetes program defines as program participants
(elders, youth, people with neuropathy, etc.).



IHS Model Diabetes Programs

Alaska Diabetes Program

Ann Marie Mayer, Coordinator

Alaska Native Medical Center - Diabetes
4315 Diplomacy Drive

Anchorage, Alaska 99508

Phone: (907) 729-1125
FAX:(907)729-1129

Albuquerque Diabetes Program
Lani Desaulniers, Actg. Coordinator
PHS Indian Hospital

801 Vassar Drive, NE

Albuquerque, New Mexico 87106
Phone: (505)248-4017
FAX:(505)248-7697

Blackfeet Diabetes Program

Debbie Powell-Taylor, Coordinator
Blackfeet Community Hospital

P.O.Box 760

Browning, Montana 59417

Phone: (406) 338-6305
FAX:(406)338-6195 FAX: (505)248-7697

Claremore Diabetes Program
Eileen Wall, Coordinator

PHS Indian Hospital
Claremore, OK 74017

Phone: (918)342-6451
FAX:(918)342-6585

Fort Berthold Diabetes Program
Sheree Carlson, Actg. Coordinator
Fort Berthold Diabetes Program
Minni-Tohe Health Center

New Town, North Dakota 58763
Phone: (701)627-3757
FAX:(701)627-4318

Ft. Totten Diabetes Program
Karen Frolich, Coordinator

PHS Indian Health Center
P.O.Box 309

Fort Totten , North Dakota 58335
Phone: (701) 766-1618
FAX:(701)766-1620

Gila River Diabetes Education Center
Sarah Rosenbloom, Actg. Coordinator
Hu Hu Kam Memorial Hospital
P.O.Box38

Sacaton, Arizona 85247

Phone: (520) 562-3321 ext. 1553
FAX:(602)528-1245

Houlton Band of Maliseet Indians Diabetes
Program

Simone Carter, Coordinator

Health Department

RR 3,Box 460

Houlton, Maine 04730-9514

Phone: (207) 532-2240

FAX:(207)532-2402

Journey into Wellness Center Diabetes Program
Royce Embanks, Coordinator

Uintah & Ouray Service Unit

P.0.Box 160

Ft. Duchesne, Utah 84026

Phone: (435) 722-2456

FAX:(435)722-4122

Lawton Diabetes Program
JoAnn Holland, Coordinator
PHS Indian Health Center
Lawton, OK 73501

Phone: (580)353-0350 Ext. 560
FAX: (580) 353-3039

Mississippi Band of Choctaw Indians
Diabetes Program

Lynda Johnson, Coordinator
Choctaw Health Center

Route 7, Box R-50

Philadelphia, MS 39350

Phone: (601) 656-2211
FAX:(601)656-5091

Navajo Area Diabetes Center at Shiprock
Martia Glass, Coordinator

Northern Navajo Medical Center

P.0.Box 160

Shiprock, New Mexico 87420

Phone: (505) 368-7425
FAX:(505)368-7426/6260
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IHS Model Diabetes Programs (continued)

Northern Minnesota Diabetes Resource Center
Susan Head, Coordinator

PHS Indian Hospital

Rt.3,Box211

Cass Lake, Minnesota 56633

Phone: (218)335-3245

FAX:(218)335-2601

Omaha Tribe of Nebraska Diabetes Program
Craig Capron, Acting Coordinator

Carl T. Curtis Health Education Center
P.O.Box 250

Macy, NE 68039

Phone: (402) 8375381

FAX:(402)837-5303

Passamaquoddy-Indian Township Diabetes
Program

Betsy Turner, Coordinator
Passamaquoddy Indian Township

Health and Social Service Dept.

P.O.Box 97

Princeton, Maine 04668

Phone: (207) 796-2322

FAX:(207)796-2422

Passamaquoddy Pleasant Point Diabetes Program
Kathleen Majka, Coordinator

Health and Social Service Dept.

P.0.Box351

Perry, Maine 04467

Phone: (207) 853-0644

FAX:(207)853-2347

Penobscot Diabetes Program
Madeleine Martin, Coordinator
Health and Human Services Dept.
Penobscot Indian Nation

5 River Road, Indian Island

Old Town, Maine 04468

Phone: (207)827-6101
FAX:(207)827-5022

Portland Area Diabetes Program
Donnie Lee, Coordinator

Portland Area Indian Health Service
1220 S.W. Third Avenue

Portland, Oregon 97204-2892

Phone: (360) 733-8931
FAX:(360)676-9279

Sells Diabetes Prevention Program
Marlene Saraficio-Juan (Contact)
Sells Service Unit

P.0.Box 548

Sells, Arizona 85634

Phone: (520)383-7333
FAX:(520)383-7225

UIHS, Inc. Diabetes Program

Lynn Gerfin, Coordinator

United Indian Health Services, Inc.
Tsurai Health Center

P.O.Box 420

Trinidad, California 95570-0420
Phone: (707)677-4180

FAX: (707)677-3170

Warm Springs Diabetes Program

Rob Collison, Coordinator

Warm Springs Health & Wellness Center
P.0.Box 1209

Warm Springs, Oregon 97761

Phone: (541)553-2478
FAX:(541)553-2457

Winnebago Diabetes Program
Whirling Thunder Wellness Program
Michele Smith, Coordinator

PHS Indian Hospital

Winnebago, Nebraska 68071

Phone: (402) 878-3187
FAX:(402)878-2535

Zuni Diabetes Program
Scott Doughty, Coordinator
PHS Indian Hospital
P.O0.Box 467

Zuni, New Mexico 87327
Phone: (505) 782-4431
FAX:(505)782-5723

Zuni Wellness Center
Darlene Vicenti, Unit Leader
Pueblo of Zuni

P.O.Box 308

Zuni, New Mexico 87327
Phone: (505) 782-2665
FAX:(505)782-4388
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IHS Area Diabetes Consultants and Advisors

Aberdeen Area

Anna Marie Bosman, MS

Area Diabetes Consultant

Aberdeen Area IHS

Federal Building, Room 309

115 4" Avenue, SE

Aberdeen, SD 57401

Phone: (605)226-7544/7545
FAX:(605)226-7670/7668

e-mail: Annamarie.Bosma@IHSABR.IHS.gov

Alaska Area

Julien Naylor, MD, MPH
Area Diabetes Consultant
Joan Hastie, Secretary
Alaska Native Medical Center
ANC-DIA

4315 Diplomacy Drive
Anchorage, AK 99508
Phone: (907) 729-1125
FAX:(907)729-1129
e-mail: jnaylor@anmc.org

Albuquerque Area
Tina Tah, RN, BSN

Area Diabetes Consultant
Albuquerque Area THS

5300 Homestead Road, NE
Albuquerque, NM 87110

Phone: (505) 248-4544
FAX:(505)248-4733

e:mail: tina.tah@albmail.albuquerque.
ihs.gov

Bemidji Area

Stephen Rith-Najarian, MD

Area Diabetes Consultant

Northern Minnesota Diabetes Center
PHS Indian Hospital

Cass Lake, MN 56633

Phone: (218)335-3200/3272
FAX:(218)335-3408

e-mail: srithnajarian@nchs.com

Billings Area
Kelly Moore, MD

Area Diabetes Consultant

Mary Wall, Secretary

Billings Area Indian Health Service
2900 4™ Avenue North

P.0.Box 36600

Billings, MT 59107

Phone: (406)247-7111
FAX:(406)247-7231

e-mail: kelly.moore@mail.ihs.gov

California Area

Dawn Le Blanc, RN, CDE

Area Diabetes Consultant
California Area IHS

650 Capitol Mall 3rd Floor
Sacramento, CA 95814

Phone: (916)930-3927 ext. 325
e-mail: dawn.Leblanc@mail.ihs.gov

Terry Raymer, MD

Advisor

Twila Sanchez, Admin. Asst.
United Indian Health Services, Inc.
P.0.Box420

Trinidad, CA 95379

Phone: (707) 852-5046
FAX:(707)677-3170

e-mail: traymer@crihb.ihs.gov
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IHS Area Diabetes Consultants and Advisors (continued)

Nashville Area

Gerald Bazile, MD

Area Diabetes Consultant

Sandy Kingbird, Secretary
Nashville Area Office

711 Stewarts Ferry Pike

Nashville, TN 37214

Phone: (615) 736-2487
FAX:(615)736-2997

e-mail: gerald.bazile@mail.ihs.gov

Ann Bullock, MD

Advisor

PHS Indian Hospital

Cherokee, NC28719

Phone: (828)497-9163
FAX:(828)497-5343

e-mail: annbullock-md@hotmail.com

Navajo Area
Martia Glass, MD

Area Diabetes Consultant
Northern Navajo Medical Center
P.O.Box 160

Shiprock, NM 87420

Phone: (505) 368-7425
FAX:(505)368-7426

e-mail: martia.glass@mail.ihs.gov

Oklahoma City Area
Bernadine Tolbert, MD, PhD

Oklahoma Area IHS

3625N.W., 56" Street

Five Corporate Plaza

Oklahoma City, OK 73112

Phone: (405)951-3837
FAX:(405)951-3916

e-mail: bernadine.tolbert@mail.ihs.gov

Phoenix Area

Charles Rhodes, MD

Area Diabetes Consultant
Rosemary Lane (Prog. Asst.)
Phoenix AreaIHS

Two Renaissance Square

40 North Central Avenue, Suite 600
Phoenix, AZ 85004-4424

Phone: (602)364-5171(tl)
FAX:(602)364-5025

e-mail: charles.rhodes@mail.ihs.gov

Charlton Wilson, MD

Advisor

Phoenix Area Indian Medical Center
Diabetes Centers of Excellence
4212N. 16% Street

Phoenix, AZ 85016

Phone: (602)263-1537
Fax:(602)263-1692

e-mail: charlton.wilson@pimc.ihs.gov

Portland Area

Donnie Lee, MD

Area Diabetes Consultant
Portland Area Diabetes Program
1220 S.W. Third Avenue

Portland, OR 97204-2892

Phone: (503)326-2017
FAX:(503)326-7280

e-mail: dlee@pao.portland.ihs.gov

Tucson Area

Lois Steele, MD

Area Diabetes Consultant (Acting)
Juanita Garcia, Secretary
Tucson Area Indian Health Service
7900 South AJ@ Stock Road
Tucson, AZ 85746-9352

Phone: (520)295-2478

Phone: (520)383-7211
FAX:(520)383-7343

e-mail: lois.steele@mail.ihs.go
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National Standards for Diabetes Self-Management Education -- May 2000

Problem Statement

Diabetes Self-Management Education
(DSME) is the cornerstone of care for all
persons with diabetes who want to achieve
successful health related outcomes. The
National Standards for DSME are designed
to define quality diabetes self-management
education that can be implemented in diverse
settings and will facilitate improvement in
health care outcomes. The dynamic health
care process obligates the diabetes commu-
nity to periodically review and revise these
Standards to reflect advances in scientific
knowledge and health care.

Therefore, the Task Force to review the
National Standards for DSME was convened
to review the current Standards for their
appropriateness, relevancy, and scientific
basis, and to be sure they are specific and
achievable in multiple settings. Task Force
Organizations, Federal Agencies, and Feder-
ally Funded Programs included:

*American Diabetes Association

*American Association of Diabetes Educators
*The American Dietetic Association
*Veteran’s Health Administration

*Centers for Disease Control and Prevention
Indian Health Service

*National Certification Board for Diabetes
Educators

«Juvenile Diabetes Foundation International
*Diabetes Research and Training Centers

You can find the complete manuscript that
outlines each education standard, sup-
porting documentation, definition of terms
and recommendations for future reviews
in:

Mensing C, et.al. National Standards for
Diabetes Self-Management Education,
Diabetes Care, 23(5)682-689, 2000.

The following is a listing of each standard
by category:

Structure

Standard 1

The DSME entity will have documentation of
its organizational structure, mission statement
and goals, and will recognize and support
quality diabetes self-management education as
an integral component of diabetes care.

Standard 2

The DSME entity will determine its target
population, assess educational needs, and
identify the resources necessary to meet the
self-management educational needs of the
target population(s).

Standard 3

An established system (committee, governing
board, advisory body) involving professional
staff and other stakeholders will participate
annually in a planning and review process that
includes data analysis and outcome measure-
ments, and addresses community concerns.

Standard 4

The DSME entity will designate a coordinator
with academic and/or experiential preparation
in program management and the care of
persons with chronic disease. The coordinator
will oversee the planning, implementation and
evaluation of the DSME entity.

Standard 5

DSME will involve the interaction of the
individual with diabetes with a multifaceted
education instructional team, which may
include a behaviorist, exercise physiologist,
ophthalmologist, optometrist, pharmacist,
physician, podiatrist, registered dietitian,
registered nurse, other health care profession-
als and paraprofessionals. DSME instructors
are collectively qualified to teach the content
areas. The instructional team must consist of
at least a registered dietitian and a registered
nurse. Instructional staff must be Certified
Diabetes Educators (CDE), or have recent
didactic and experiential preparation in
education and diabetes management.
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National Standards for Diabetes Self-Management Education (continued)

Standard 6

The DSME instructors will obtain regular
continuing education in the areas of diabetes
management, behavioral interventions, teach-
ing and learning skills, and counseling skills.

Standard 7

A written curriculum, with criteria for success-
ful learning outcomes, shall be available.
Assessed needs of the individual will deter-
mine which content areas listed below are
delivered. Content will include:

*Describing the Diabetes Disease Process
and treatment options

Incorporating appropriate Nutritional
Management

*Incorporating Physical Activity into lifestyle

Utilizing Medications (if applicable) for
therapeutic effectiveness

*Monitoring blood glucose, urine ketones
(when appropriate), and using the results to
improve control

*Preventing, detecting, and treating Acute
Complications

Preventing (through Risk Reduction
behavior), detecting, and treating Chronic

Complications

*Goal Setting to promote health, and Problem
Solving for daily living

*Integrating Psychosocial Adjustment to daily
life

*Promoting Preconception Care, management
during Pregnancy, and Gestational Diabetes

Management (if applicable)

Process

Standard 8

Anindividualized assessment, development of
an education plan, and periodic reassessment
between participant and instructor(s) will
direct the selection of appropriate educational
materials and interventions.

Standard 9

There shall be documentation of the
individual’s assessment, education plan,
intervention, evaluation, and follow-up in the
permanent, confidential education record.
Documentation also will provide evidence of
collaboration among instructional staff,
providers, and referral sources.

Outcome

Standard 10

The DSME entity will use a continuous quality
improvement process to evaluate the effec-
tiveness of the education experience pro-
vided, and determine opportunities for im-
provement.
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IHS Standards of Care for Patients with Type 2 Diabetes -- April 2001

The Standards of Care for Type 2 diabetes
have been developed and updated by the IHS
National Diabetes Program to help provide
consistent, quality care to patients with
diabetes.

1 -- Baseline Studies

Height - Measure once and record on PCC
Health Summary. If PCC is not available,
record on diabetes flow sheet. For children
<18 years of age, height and weight should be
recorded at each visit. Use to calculate body
mass index and ideal or reasonable body

weight.

Date of Diabetes Diagnosis - Record on
PCC Health Summary. If PCC is not avail-
able, record on diabetes flow sheet. Longer
duration of diabetes correlates with increased
risk of complications.

ECG - Obtain baseline then repeat every 1-5
years as clinically indicated (for those age 40
and above, or with diabetes duration over 10
years, every 1-2 years is recommended).

PPD - Should be documented once after
diagnosis of diabetes. (Offer INH prophylaxis
to patients according to protocol —refer to
Section 9).

2 -- Each Clinic Visit

Blood Pressure - Target BP is < 130/80.
Additional protection against complications,
including renal failure, may be obtained by
lowering BP further.

Weight - Compare with measurements from
prior visits to identify trends.

Blood Glucose - Results of lab determina-
tions and self-monitoring should be available
for timely discussion with the patient. Hemo-
globin Alc (HbAlc) at 3-4 month intervals.

*Fasting/casual glucose measurement and self
monitoring records should be available for
timely discussion with the patient at each visit.
Self-monitoring BG records are vital to
diabetes management decisions.

*Determine if HbA1¢ has been performed
within the past 3-4 months, and order if due.
Patients in acceptable glycemic control
(HbA1lc <7.0%) should be tested at least
every 6 months. HbA 1c estimates the
average degree of glycemic control over the
preceding 3 months. HbA 1c is the standard
way to measure glycemic control.

*HbA I ¢ results should be discussed with the
patient at the time of the patient visit. If in-
house measurement is unavailable, blood
sample should be obtained several days
before the clinic visit. At each clinic visit, the
appropriate education, intervention, referral,
and/or follow-up will be provided as indi-
cated.

Foot Check - Inspection of feet and nails.
Check for ingrown toenails, calluses, deformi-
ties, pressure points, ulcers, and cellulitis.
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IHS Standards of Care for Patients with Type 2 Diabetes (continued)

3 -- Annual
Creatinine - Screen for renal insufficiency.

Complete UA/Microalbuminuria - A test
for urine protein should be performed yearly.
Ifnegative, a screening test for
microalbuminuria should be performed

(by A/C ratio or dipstick test). Dipstick-
positive microalbuminuria should be con-
firmed on a separate specimen using an A/C

ratio (abnormal >30mg/gm) or 24 hour urine.

ACE inhibitors should be considered in
patients with microalbuminuria or proteinuria,
even if normotensive.

Lipid Profile

Risk factors for atherosclerosis include LDL
>100, HDL <40 in men and <45 in women,
and TG >200. Even lower LDL and TG
values represent increased risk in persons
with previously documented atherosclerosis.
These risk factors, especially elevated LDL,
should be treated aggressively. Caution
should be used when considering agents that
aggravate hyperglycemia.

A lipid panel should be performed annually
(TC,LDL, HDL, TG). Consider direct LDL
measurements, especially if TG >250 or if the
specimen is to be obtained non-fasting.
Elevated TC, LDL, TG and low HDL confer
greater risk for atherosclerosis. Optimal LDL
cholesterol levels for adults with diabetes are
<100. All patients with LDL >100 require
medical nutrition therapy and other lifestyle
modifications. Pharmacologic intervention is
recommended if dietary interventions and
lifestyle modifications are ineffective in lower-
ing LDL to <100.

Aspirin Therapy - Aspirin has been used as
a primary and secondary prevention strategy
to prevent cardiovascular events. Men and
women with diabetes have a 2-4 fold increase
inrisk of dying from complications of cardio-
vascular disease (CVD). Aspirin in doses of
162-325 mg/day is recommended for patients
with diabetes.

Strongly consider aspirin therapy as a primary
prevention strategy in high risk men and
women age 30 and above with diabetes. This
includes individuals with family history of
CVD, cigarette smoking, hypertension,
obesity, albuminuria and dyslipidemia.

Use aspirin therapy as a secondary prevention
strategy in diabetic men and women who have
evidence of large vessel disease, such as
history of M1, stroke, peripheral vascular
disease, claudication or angina.

Eye Exam - Retinal exam through dilated
pupils or fundus photo. Individuals with type 1
diabetes should receive an initial exam within
3-5 years of diagnosis once they are > 10
years of age. People with type 2 diabetes
should receive an exam at diagnosis, and
yearly thereafter.

Dental Exam - Annual screen for periodon-
tal disease and other oral pathology.

Foot Exam - Risk assessment to include
pulse check and sensory evaluation with
monofilament, identification of foot deformity,
and documentation of history of foot ulcers.

Screen for Neuropathy - By history and
physical; include sensory, motor and auto-
nomic evaluation.
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IHS Standards of Care for Patients with Type 2 Diabetes (continued)

4 -- Immunizations and Skin Tests
Flu Vaccine - Yearly

Pneumovax - Vaccinate everyone at the time
of diagnosis. Revaccination should be strongly
considered five (5) years after the first dose for
those patients at highest risk of fatal pneumo-
coccal infection (e.g., asplenic patients) or
those at highest risk of rapid decline in anti-
body levels (e.g., those with chronic renal
failure, nephrotic syndrome, or transplanted
organs). Revaccinate all patients > age 65
years if it has been >5 years since initial
vaccination.

Td - Every 10 years.

PPD - Once after diagnosis unless known
positive. PPD-positive people with diabetes,
including American Indians with Type 2
diabetes, have 5 times the risk of reactivating
TB. All diabetic patients with positive PPD
including those over age 35 should be given
INH chemoprophylaxis according to current
guidelines (see Section 9).

Hepatitis B -Vaccinate persons whose renal
disease is likely to lead to dialysis or transplan-
tation (serum creatinine > 2.0).

5 -- Special Aspects of Diabetes

Care
Lab Tests - C-peptide, the other half of pro-
insulin, can evaluate a patient’s endogenous
insulin secretion and help distinguish between
Type 1 and Type 2 diabetes. The test can be
useful in at least two clinical situations:

1. Solving a clinical problem about using oral
agents vs. insulin.

2. Evaluating a patient with history of ketoaci-
dosis when stable (useful in setting of ETOH,
acidosis, and diabetes to determine ongoing
need for insulin).

6 -- Self-Care Education
Use of the PCC education codes to
document education is encouraged.

Nutrition Education - Meal planning,
nutrition education, and exercise are the
primary treatment strategies for Type 2
diabetes. The Indian Health Service Diabetes
Program supports the American Diabetes
Association position that all persons with
diabetes receive regular nutrition counseling
and are seen by an RD/nutritionist every six
months to 1 year. Some people may require
more frequent evaluation and counseling.

Diabetes Education - All patients with
diabetes and their families should have diabe-
tes self-care information. The National
Standards for Diabetes Care and Patient
Education provide guidelines for education
program development with criteria specific for
American Indian/Alaska Native health care
facilities. Every facility should work towards
providing systematic mechanisms to make
culturally relevant self-care information
available for patients.
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IHS Standards of Care for Patients with Type 2 Diabetes (continued)

6 -- Self-Care Education (continued)
Exercise Education - Exercise is associated
with improvement in both short- and long-
term metabolic control. Exercise counseling
should be provided to all persons with diabe-
tes. The appropriate type of activity, including
frequency, duration, and intensity, should be
individualized for each patient.

Education and Glycemic Control

*Self monitoring results should be discussed
with the patient at each visit.

*HbA 1c results should be discussed with the
patient within 2 weeks of the test, preferably
at the patient visit.

Self-Blood Glucose Monitoring (SBGM)
- The purpose of SBGM is to determine the
pattern of blood glucose throughout the day.
This pattern provides information for selection
and adjustments in therapy. Frequency of
monitoring must be individualized and may
vary as day-to-day circumstances require.

7 -- Routine Health Maintenance
Physical Exam — Complete exam as
baseline, then routine.

Pap Smear/Pelvic Exam — Yearly
Breast Exam — Yearly

Mammogram — Every 1-2 years in women
ages 40-49, yearly thereafter.

Rectal Exam/Stool Guaiac — Yearly in
adults > 40 years of age.

Tobacco Use — Current tobacco use should
be documented and a referral made for
cessation of tobacco use.

8 -- Pregnancy and Diabetes

All women who are in their childbearing years
should receive pre-pregnancy counseling for
optimizing metabolic control prior to
conception. Counseling for family planning is
essential to achieve this goal.

American Indian women are at increased risk
for developing gestational diabetes (GDM),
as are women with certain other risk factors,
including but not limited to the following:
-previous gestational diabetes

-previous fetal macrosomia

unexplained stillbirth

-congenital anomaly

-obesity

-insulin resistance syndrome

-polycystic ovarian syndrome (PCOS)
-family history of diabetes

These women should be screened for GDM
early in pregnancy. If early screening is
negative, the screen should be repeated after
at 24-28 weeks gestation.
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IHS Standards of Care for Patients with Type 2 Diabetes (continued)

8 -- Pregnancy and Diabetes

(continued)
Women with GDM are at increased risk of
developing type 2 diabetes (about one third of
all AI/AN women with GDM will develop
diabetes within 5 years). These women
should be re-tested by OGTT at least 6-12
weeks post delivery to determine their glyce-
mic status. Women with a normal postpartum
OGTT should be re-tested every 1-3 years.
Bear in mind that diagnostic standards for
diabetes in breastfeeding women have not
been established. Blood glucose should be
monitored in the postpartum and lactating
period, including regular self blood glucose
testing, as clinically appropriate.

All women with a history of GDM should
receive counseling/education regarding
lifestyle modifications that will reduce or delay
the development of type 2 diabetes. More-
over, the importance of maintaining optimal
glucose control prior to and during any
subsequent pregnancy should be stressed.
Mothers should be made aware that children
of GDM pregnancies should be monitored for
obesity and abnormalities of glucose utiliza-
tion. Further recommendations and guidelines
for the screening, diagnosis and treatment of
GDM may be found in the most recent
Clinical Practice Recommendations of the
American Diabetes Association (published
annually) and Metzger BE, Coustan DR
(Eds.): Proceedings of the Fourth Interna-
tional Workshop-Conference on Gestational
Diabetes Mellitus. Diabetes Care 21 (Suppl.
2):B1-B167, 1998.

9 -- Tuberculosis and Diabetes

Patients*
A “positive” PPD skin test (i.e., >10 mm
induration 48-72 hours after administration)
means that a person either has latent tubercu-
losis infection (LTBI) or active tuberculosis
(TB) disease. Active TB disease needs to be
ruled out prior to starting patients with LTBI
on treatment. Treatment for active TB and
LTBI are different™.

Patients with diabetes and LTBI are at high
risk of progressing to active TB, if they are
not treated for LTBI. Studies have shown
that the risk is 2 to 6 times greater than in
patients without diabetes. Other factors that
further increase the risk for TB include: recent
PPD conversion within 2 years, intravenous
drug use, chest film showing prior active
disease that was never treated, immunosup-
pressive drugs, and ESRD. Cutaneous
anergy increases as patients age and develop
complications of diabetes such as ESRD.
Anergy may lead to false negative PPD test
results.

In most cases progression of LTBI to active
TB can be prevented by treatment with INH.
In general, patients with diabetes who have a
positive PPD (accurately read by a provider
trained in interpretation of PPD) should
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IHS Standards of Care for Patients with Type 2 Diabetes (continued)

9 -- Tuberculosis and Diabetes
Patients* (continued)

receive treatment for LTBI, except in the

following circumstances:

ssevere liver disease

esuicidal ideation

sadverse reaction to INH.

Patients receiving treatment for LTBI should
be followed and monitored for potential
hepatotoxicity. While national recommenda-
tions emphasize monitoring hepatotoxicity
through systematic repetitive patient education
and clinical evaluation for signs and symptoms
of hepatotoxicity, baseline measurement of
liver function tests and after one month should
be considered, especially in patients receiving
other potentially heptotoxic medications.
Some experts recommend that INH be
discontinued if transaminase levels exceed
three times the upper limit of normal when
associated with symptoms or five times the
upper limit of normal if the patient is asymp-
tomatic.

*Recommendations for targeted tuberculin
testing and treatment of LTBl in MMWR,
June 09,2000/ 49(RR06); 1-54 or at:
www.cdc.gov/mmwr//indrr2000.html
Treatment for active TB disease is detailed
in: CDC Core Curriculum in TB: What the
Clinician Should Know. CDC, 2000

(4™ edition).

IHS TB Protocol for Patients with

Diabetes:

* Check the PPD status of all patients with
diabetes.

* I[f the PPD status is negative or
unknown:
- PPD testing should be done within one
year of initial work up for diabetes diag-
noses, and treated if they have LTBI.

- If no PPD has been placed since the
diagnosis of diabetes, and the patient’s PPD
status is negative or unknown, a PPD status
needs to be ascertained.

- Subsequent PPD testing is done only if
there is contact with an active TB case.

* [fthe PPD status is positive:
- Check for completion of past treatment
for active TB or LTBI (6-9 months of INH
for LTBI or multiple drug therapy for active
disease).

- If the patient has not been adequately
treated, search for active disease by history
(weight loss, etc.), fever (record tempera-
ture) and recent chest x-ray (within 6
months). If there is no evidence of active
disease, recommend treatment for LTBI (9
mos. of INH 300 mg daily) to all patients
with diabetes, regardless of age, unless the
patient has liver disease, suicide ideation or
aprevious adverse reaction to INH.
Patients with diabetes should be given
pyridoxine (10 -50 mg/day) with their INH.
Consider directly observed therapy of LTBI
when possible, especially for patients on
dialysis.
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Section 4
Checklist




Name of Person Filling Out:

Date:

EVIDENCE

YES | NO

EVIDENCE

YES | NO

STANDARD 1

LEVEL 1 |

Team members are identified and meetings are started

TEVEL 2]

Team meets on a quarterly basis at minimum

Roles and responsibilities of team members are identified

Team meetings are documented and include all of the following:

Team member roles and responsibilities

Required team composition (primary care provider, RN, and RD minimum)
is in place

Communication among team members (critical issues tracked)

Diabetes registry is in place

Coordinated and consistent approach to interpreting basic diabetes
concepts

Standard data guidelines used

Coordination between appropriate departments

Annual update process identified

Diabetes registry is updated annually

Administration considers diabetes education program within the
organizational structure

Diabetes team assesses registry and uses it for annual planning

Program manual started, including (at a minimum):

General description of the education program

Organizational chart shows placement of diabetes education program in
facility

Policies

Mission statement

Goals and annual plan

Program Manual
Documents description of (at a minimum):

Organizational structure, mission statement, goals, annual plan,
description of educational team/process, follow-up and other
program components

Organizational chart

Signed by the appropriate personnel/departments

Team member roles and responsibilities

There is a process in place for manual review and update

Education program structure

Approval mechanism is documented for program and policy changes

Forms

Written statements documenting:

Team approach as integral component of diabetes education program

Administrative commitment and support for team meetings, diabetes
education instructors/staff, instructional time, preparation,
implementation and evaluation.

Tribal commitment and support for diabetes education program

Evidence includes position descriptions, team meeting minutes, registry,
organizational chart, program policies and Program Manual

Evidence includes team meeting minutes, position descriptions,
interdepartmental meetings and communications, registry, program
policies, organization chart and program manual

Comments:

This checklist should be used in conjunction with the Integrated Diabetes Education and Clinical Standards for
American Indian and Alaska Native Communities Manual and Recognition Program
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EVIDENCE I

YES

NO |

EVIDENCE

YES | NO

LEVEL 3 (STANDARD 1, continued) |

Team membership is expanded to include clinical, educational, public
health and community representatives.

STANDARD 2

LEVEL 1]

There is a coordinated approach to diabetes management and education.

There is documentation of integration of diabetes education and medical
standards of care.

Tasks needed to develop the education program are identified

Community assessment for diabetes education needs completed

Diabetes registry is expanded to include general registry and
complications. Other registries are developed to help track target
populations (ESRD, HTN, gestational, etc.)

Target population and its educational needs identified

Diabetes education program goals and objectives are identified

Registries are updated annually

Diabetes education resource assessment completed

Organizational chart shows placement of diabetes program in the
organizational structure of the facility

Resource requirements are identified:

Space

Program manual is expanded to describe education and clinical
components for diabetes prevention and management

Staffing

Budget

Manual also includes written statements regarding:

Team commitment to National Standards for DSME and IHS Standards
of Care for Patients with Type 2 Diabetes

Instructional material

Diabetes related training (staff)

Administrative commitment to National Standards for DSME and IHS
Standards of Care for Patients with Type 2 Diabetes

Tribal commitment to address diabetes prevention and management

Evidence includes team meeting minutes, program policies, program
manual, curricula and lesson plans, patient education records, registries
and organizational chart

Evidence includes written community and resource assessments, task
timelines, written description of target population, annual program
plan and advisory body(s) minutes

LEVEL 2

Educational program goals and objectives are established and documented
annually:

Goals/objectives are realistic and measurable

Goals/objectives are consistent with target population needs

Progress towards meeting goals/objectives is evaluated

Resources sufficient to meet program goals and objectives continue to be
identified and provided

Services meet needs of target population

Consumer access to education program is defined and documented

Evidence includes advisory body(s) meeting minutes, annual program
plan, annual program evaluation and program policies

Comments:

This checklist should be used in conjunction with the Integrated Diabetes Education and Clinical Standards for
American Indian and Alaska Native Communities Manual and Recognition Program
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EVIDENCE

YES | NO

LEVEL 3 (STANDARD 2, continued) |

Diabetes prevention and control services are considered at primary,
secondary and tertiary prevention levels and continue to meet the needs
of the target population

LEVEL 2]

There is a process that provides community and other advisory member
input into the education program, including curricula and annual program
plan, at least annually

Program goals and objectives are expanded to include community and
clinical-based diabetes prevention and management

Evidence includes advisory body(s) meeting minutes and program
policies

Goals/objectives are based on expanded community assessment (such as
audits, community forums, surveys, etc.) and include community and
clinical-based diabetes prevention and management

LEVEL 3

The advisory body(s) reviews and provides input annually to the diabetes
program on curriculum, annual program plan and audit results

Resources for integrated diabetes program continue to be identified and
provided

There is evidence that policy recommendations have been forwarded to the
administrative unit for approval

Access to programs and services is further defined and documented

Evidence includes advisory body(s) meeting minutes and program

Marketing strategies are developed to inform consumer of services

policies

There is a system which tracks participants lost to follow-up (educational
and clinical)

STANDARD 4

Evidence includes advisory body(s) meeting minutes, team meeting
minutes, program policies, interdepartmental meeting minutes and
communications, annual program plan, community assessment
summaries and marketing materials

LEVEL 1

Coordinator is identified

Coordinator is a credentialed health professional

STANDARD 3

LEVEL 1]

Advisory body(s) identified

Appropriate education and experience is documented

Responsibilities and line of authority are documented

Evidence includes position description, curriculum vitae, continuing
education records, licenses and credentials

Communication is documented

Minutes reflect advisory body selection and methods is seek advice

Composition reflects community served

Composition includes medical, educational, community/consumer at a
minimum

Evidence includes advisory body(s) minutes and program policies

Comments:

This checklist should be used in conjunction with the Integrated Diabetes Education and Clinical Standards for
American Indian and Alaska Native Communities Manual and Recognition Program
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EVIDENC

YES

EVIDENCE

YES

NO

LEVEL 2 (STANDARD 4, continued) |

The coordinator manages educational team efforts, including
development of goals and objectives

STANDARD 5

The coordinator acts as diabetes education liaison between team
members, departments or programs, and the community

LEVEL 1]

Instructional team members identified

Instruction team includes RN and RD minimum

Coordinator’s position description and annual employee evaluation
reflect roles and responsibilities

Program manual documents instructional staff, credentials, roles and
responsibilities

Coordinator documents CEU activity (minimum of 12 hours/2yr in
diabetes, educational principles or leadership/management)

Evidence includes position description, team meeting minutes,
advisory body(s) meeting minutes, annual employee evaluation and
continuing education records

LEVEL 3]

Coordinator is liaison between multidisciplinary team, programs and
departments providing comprehensive diabetes services

Evidence includes instructional team listing in program manual,
program policies, position descriptions, curriculum vitaes, continuing
education records, licenses and credentials

I LEVEL? |

Instructors maintain diabetes education services for target population
based on identified needs

Instructors use a variety of teaching/learning methods

Coordinator’s role expands to include managing the diabetes education
program and being a leader or team member in clinical and/or community
diabetes programming

There is evidence of team review and approval of education materials,
teaching methods and activities

Coordinator leads or helps with diabetes care and education outcome
audits and diabetes surveillance system monitoring

Evidence includes curricula and lesson plans, community needs
assessments and team meeting minutes

Evidence includes position description, team meeting minutes,
interdepartmental meeting minutes and communications, and program
policies

LEVEL 3

Instructional team provides multifaceted diabetes eduction that includes
integration of traditional and western methods of teaching/learning
activities

Evidence includes curricula and lesson plans, and patient education
record (medical record)

Comments:

This checklist should be used in conjunction with the Integrated Diabetes Education and Clinical Standards for
American Indian and Alaska Native Communities Manual and Recognition Program
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STANDARD 6

EVIDENCE

YES | NO

EVIDENCE

YES | NO

LEVEL 1 |

Instructors have or are updating knowledge and skills in diabetes in
American Indian/Alaska Native communities

LEVEL 2

Curricula and educational resources are in place and reviewed
annually by instructional team for scientific accuracy and cultural
relevancy

New materials are field tested for relevancy and comprehension

Instructors have knowledge, skills and abilities in behavioral
interventions, teaching/learning and counseling/communication

Interpreters are oriented on a regular basis (as appropriate)

Evidence includes curricula, material review revision dates, field testing

Evidence includes curriculum vitaes, continuing education records,
licenses and credentials

summary, interpreter list and program policies

LEVEL 3 |

LEVEL? |

Instructors document CEU activity (minimum of 12hours/2yr) in
diabetes management, behavioral interventions, teaching/learning skills
and counseling skills

There is documentation of medical, public health staff, and community
participation in curricula review and adaptation

Evidence includes advisory body(s) meeting minutes

Evidence includes continuing education records

STANDARD 8

LEVEL 3 |

Team members participate in yearly diabetes management, behavioral
interventions, teaching/learning/counseling skills workshops and
in-service programs relevant to American Indians/Alaska natives

LEVEL1

Instructional team develops an individualized needs assessment process

A form is developed to document process

Evidence includes continuing education and facility in-service records

Documentation includes relevant medical history, cultural influences,

STANDARD 7

LEVEL1 |

Diabetes education curricula are identified and reviewed

health beliefs and attitudes, diabetes knowledge/skill, readiness to
learn, preferred learning method, barriers to learning, family support
and financial limitations

Evidence includes documentation on a needs assessment form in the
patient education record (medical record)

Curricula meet community needs

Curricula include written measurable learning objectives, content
outline, instructional methods, materials and means of achieving
objectives

Content includes ten content areas of National Standards

Evidence includes written curricula and lesson plans

Comments:

This checklist should be used in conjunction with the Integrated Diabetes Education and Clinical Standards for
American Indian and Alaska Native Communities Manual and Recognition Program
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LEVEL 2 (STANDARD 8, continued) |

Instructional team uses standard diabetes education assessment
process and documentation form

Education assessment is individualized

EVIDENCE

YES | NO

LEVEL 2

The teaching process (assessment, planning, implementation and
evaluation of individualized educational experience) is documented in the
medical record

The needs assessment is the basis for initial and ongoing written
educational plan

Documentation of education shows collaboration among educational team

Instructional team periodically reassesses individuals

Evidence includes documentation of education process in the patient
education record (medical record)

LEVEL 3

Individual/family ongoing diabetes care needs are systematically
addressed in case management or other organizational diabetes best
practice

Evidence includes documentation of education process in the patient
education record (medical record)

LEVEL 3

Medical records contain information regarding an individual’s diabetes
education and clinical care

Team members are oriented and updated on diabetes documentation and
coding issues

Evidence includes program policies and patient educational record
(medical record)

Documentation includes services provided to community

Evidence includes the patient education record (medical record),
continuing education records and facility in-service records

STANDARD 9

I LEVEL1 |

Diabetes education forms are identified as part of the medical record

STANDARD 10

Instructors and coders are familiar with diabetes education codes (RPMS
preferred)

LEVEL 1

There is documentation of program goals and objectives, including desired
program outcomes

Team agrees that SOAP charting is the education documentation
method of choice

Program evaluation includes a minimum of (1) behavioral and
(2) clinical indicators

Program evaluation design allows for pre and post-program measures

Program manual identifies policies and procedures regarding transfer of
confidential medical record information

A process is in place for evaluating consumer satisfaction

Evidence includes documentation in patient education record (medical
record) and program policies

Evidence includes advisory body(s) minutes, program policies, annual
program plan, CQOI plans/data reports and consumer satisfaction
survey/data/reports

Comments:

This checklist should be used in conjunction with the Integrated Diabetes Education and Clinical Standards for
American Indian and Alaska Native Communities Manual and Recognition Program
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LEVEL 2 (STANDARD 10, continued]

There is documentation of progress towards goals and objectives,
including 2 clinical and 1 behavioral outcome indicators

There is documentation of the appropriate advisory body review and input
on outcomes, evaluation plan and program modifications

Program records document, at a minimum, population served, types of
service, length of participation, setting, content and age

There is documentation that action is taken as a result of program
evaluation and consumer review and evaluation

Evidence includes advisory body(s) meeting minutes, program policies,
program manual and annual evaluation summary

LEVEL3 |

Medical records are reviewed annually using IHS Diabetes Care and
Outcomes Audit or similar system

Educational indicators are expanded/modified annually (within facility
capability)

Community-based programs have an annual program evaluation or
surveillance system in place

CQI data are shared with established advisory body(s), appropriate
tribal leaders, community diabetes prevention systems and tribal
community

Program evaluation/outcome results are used in annual program
planning

Evidence includes annual audit summary, community program
evaluation summaries, CQI reports and advisory body(s) meeting
minutes

Comments:

This checklist should be used in conjunction with the Integrated Diabetes Education and Clinical Standards for
American Indian and Alaska Native Communities Manual and Recognition Program




Section 5
Program Review Application and Instructions

As you prepare for IHS Diabetes Education Program Recognition or IHS
Integrated Diabetes Program Recognition, please check the IHS National Diabetes
Program web site at: www.ihs.gov/medicalprograms/diabetes for application
updates.




38

A0S sy [rewm)wer3oidsajoqerp
¢81y-8¥C S0S
wei3o1d sAjeqel( [euoneN SHI
:3083u00 9sed[d uonedrdde oA 939[dwod 03 Moy Jnoqe suorsanb aaey nok J1

“WeId01d sjoqer(] [euoneN SHI oy 1e uoneorjdde ao1d
-wo9 oy} JO 310001 JO S[0aM (7T ) QA[OM] UIYIIM JWOIINO MIIAI WeIS01d 0K JO UOHBIIIIIOU JAIIA [[IM NO X

OT1L8 JAN ‘onbionbnqpy

PBOY PEIISIWOH 00€S
wei3o1J sajeqel(] [euoneN SHI

:01 syudwmnoop Suntoddns pue uonesrdde pajojdwod jo sardoo (37) 1oy puas :suorssruqns Adod prey g

I0

AOZ SUI TR ®)weI301dsajaqerp (03 JeuLiof
PIOA SIN 10 A4 ur suawndop Suroddns pue vonesrjdde payojdwod puas :suoIssruqns druonddq |

:SAem SUIMO[[0F 3 JO duo Ul sjudtundop suroddns pue uonesrjdde payojdwod oy puas ued no

*s9)epdn uoneddde .10} S3)3qEBIP/SWEISOIA[EITPIW/A0S SYT AAAA )& J)IS OM WRI301J
$9)9qeI(] [euoneN SHI Y} M9y ased[d ‘uonusoray wmviso4g sa3aquiq SHI 10J d1edaid nok sy

-uonedrdde sy Sunaydwod Aq ma1adr eisanbax
ued werdoid o A Ajdde 03 9[qi31]a st (UBqIN) 10 [RqLLL, ‘SH]) A1108] (3[eay uerpu] Auy ‘weisod sajoqerp
INOA MI1AJI 0) WeI301d $AqeI(] [euoneN (SHI) 991AIdS [3[edH ueIpu] ay} 03 3sanbax oA st uonedrjdde siy |,

uonealddy mainay welbold saiageiq



39

:(1834 pue Yruowr) $921AIIS ue3aq wersord uoneonpa sajoqeIp A

(preay orignd pue [eotuI]d TRUOnEBINP) PAJLIZAIU] [euoneonpy  :(9uo oayo) adAy uoneorddy
sox  (uoneorddeay -10- o  Juoneodrddeisig moA siyp sy
:uoneorddy jo a1eq

(100C pasiaay) uonipd 151,

"SUOTJONISUT JOY}ITY 0] SSJOEIP/SWEIS0IA[BITPA/A0S SUT MMM (0)IS QoM WeISo1d
$0joqeRI(] [RUOLIEN SHI Y} MO9UD 0} PU [[IM U011uS022Y w1504 Sa12qv1(] paiv.13ajuy SET 103 Suik[dde sweiSoid :930N

Jeokised
Ul payoeI) SSWI0OINO [BITUI[D SIOW JO UO UO 10daT JR[IWIS JO JIPNY SOWO0dIN() pue d1e) sajqel(q D
Jeok
1sed ur paxjor1) OWONNO [BIOTARBY] SUO JOJ UOHBN[BAD JB[IWIS JO J10day] Juowosoidu] douewiojo 0
uonen[eAy We.asorq

SULIO J UOIBJUdWINOO(J Uonednpy 0

(swmnnorumd pasoxdde SHT JO IST UO JOU JT) WN[NOLLN)) O

S[eLIdYRW SUNOILW JIYJO JO INYDI0Iq WeI3old O
S[ELId)RIA] [eUOnBINPH

So[joIq Jojonnsu] 0
9[1J01 J0JeUIPIO0) SJAqEI(] D
o[yoig weiSorJuoneonpy D
(uonedndde ungm s[qereAe suLI0j) SAMJoOIJ

(uoneordde yum pannbar (T pue NY) Wed [, [euononnsu] sajoqeyq 0
(uonyeordde yyim pannbar 1opraoid Arewid pue ‘(Y ‘N¥) SIOQUISIA Wed [ sajoqer] D
JOJRUIPIO0)) SAJRQeI(] DO

suondrIdsa(q uonIsoq

(Teak 1sed) Suruueld pue ma1Ad1 wer3oid S109[FAI YOIyM U APoq AIOSIAPE QU0 JO SOINUIA
(Teak 3sed) Sunoow wed) QUO JO SANUIA
(reak3sed) uerd renuue pue uondLosop weiso1g
ey [euonezIuesio
2182 pue uorEONP 03 Yyoroidde wes) sajaqerp pue Surtuer3oxd uonednpa SARAqeIp

10y 1oddns SunuawNOOp UOHEHSIUIPY WeI30Ild pue [eqL ], woiy s1o19] Joddns 10 suonnjosay D
dANRNSIUTWPY

oo adgao

:3urmor[oy 3y yoepne ysnuw juedijdde yoey

Sjuswnao( uonealddy



40

"PIAIIS SArR(] :SouwreN.
:(JUIU09 JO 94,() | UBY) QIOW O8] S10JoNnnsul J1 sa[joId

Jotpo yoepe ‘opyord (T pue NY winwiur) JeaA jsed oyj Surmp jysne) oym SI0J0NISUI U0NBINPI SAJIRIP ISI']

:(Sunoow wred) Suo Jo saynuI Yoeyne) Jeak jsed ur s3unodw wed) sojoqeIp Jo SAep ISI|

‘PAAIIS SAre(] :SOWeN

J(SToqUUSW Wed) IPIAOI]

Arewnrd pue ‘(@Y ‘N 103 suondrosap uonisod yoene) 1eak jsed oy ur 9ANOR SIOqUIST W) SJOqRIP ISIT
wed ], sajuqeI(q

‘[rewry Xeq :JoquInN duoyJ
:diz 91818 119} :SSAIPPVY
:S[BIIUAPAID) QWEeN

(-orgo1d 103eUIP1000 puE uondLIdSap UONISOd J0JBUIPIOOD YIBNY )
-uonedrdde siy) 103 uos19d 1083U0D AU} ST JOJBUIPIOOD AY T,
J10)BUIPI00)) SAIqRI(

:AJIUNWWO) INOA Ul SINAIIS we.rdo.ad sd3aqerp 0) Ajdde suonsanb Suimorjoy oy I,

:diz RIAIN A :SSIPPY

((s)uoneryIV [equi],

Ao J/uoneziuesiO utosuodg

("21001f11.12)) UOIUS022Y ANOL U0 1D2ddD []1M JDY] dWDYU Y] ST S1Y])

‘weI301d uoneonpy sjoqer( Jo SWeN



T ON S9X
{SPaou Arunuuuod Jodw 03 djenbape (039 ‘syeLIdjew JyeIs 4o3pnq) s92Io0sar weidoid ary

(oquosap) PO npy

[euon®Isany qgnox

Pl sisougerp maN

(A1dde yeq [T 3y09y0) :uonemdo 10316 ],

(9quosop) WO (dquosap) oyl

IOJUQ)) SSAU[[OAN Ayunuuuo) woneduy rendsoyy
hsllislg Weslol e AN wanedino rendsoy

I0ud) uonednpy Alunwwo) o) SWpueIsRAL]
:3uras paseq-Aunuuo)) :3umpas repdsoy 1o orur )

(A1dde ye [1e 00) ¢ SIOIAIIS UOIBINPI SAIGRIP IPI1A0Id NOA Op AIOYA\

(-1eak3sed urpim woxy uerd renuue pue uonduosop werdord yoeny)
wea30.14 uonednpy sd)qeI(

("wsAs Asosiape unim Suruueld wei3ord pue ma1adx wer3oad sajoqerp 199[FI 1By SNUI YOeNY)
:1e34 1sed Surmp s3unsow ($)Apoq AIOSIAPE JO S91EP ISI']

ON  S9X
{MITAJI ST} UO PIsSeq Wwed} oy pim s01A1ds ueld pue juowdsoxdwr Kipenb ‘saomosar ‘uonemndod 3031e)
QIMOnnSs [BUONBZIUESIO “UOISSIW ‘JUIWAIYIE [203 ‘Bjep wei3oid maradx A[enuue Apoq AI10SIAPE Y} S90(]

Apog SutuoAon oIy
(opnoadasedd) oo [ounop [equy,
[ouno)) AIOSIAPY $a19qeI(q sopuuo))/preod PedH [equl,

(A1dde e [T 3[090) /2SN NOK Op WAISAS Apoq AIOSIAPE JRY M\
Apog A10SIAPY WRIS01J SIPqRBI(

Joeqpagj ownNsuo) 1IpNY SaWoINQO pue AIB)) SAOqRI(]
(oquosop aseord) sisAJeue uoneziN LYPQO NoeqpadJ (S)Apog AIOSIAPY SA2qer(q
(9quosop asea]d) uoneUIOJUI AIUNWIWOd PO wnioy Ajunuiuo))
sdnoi3 snooy Aunwwo) Ansidoy syoqerq
(A1dde e e >p0oy0)

LAmunuuuod oA 103 spadu werdord sajoqerp ssasse 03 1edk jsed oy ur pasn noA 9ABY SPOYIOW JRY A\
(S)POYIIA] JUIWISSISSY SPIIN WEIF01J SIPI(RI(] A)IUunwiwio))

4



Al
<

((oquosop) PO JIoped[ SNOISIQI/Io[edy [eUOnIpRL],

(039 ‘queysISSe UONLINU YH)) ‘SIOPBI[ [BQLY ‘SIOP[Q) OSNOINOSY (Iquow runuuod) Su[AAIog
soonoeld ssowiy pue pooj [euoniper] sopm)) Sumjel,

(A1dde ey

[T® J[99YD) ¢, Arunuuod oA ul pasn $2Joqerp Jnoge Surured] pue SULIeys JO SPOYIdW SUIMO[[0f oy JO Aue a1y

[enpiatpur pue dnoi3 uogeurquio)

A[UO SUOISSAS [enpIAIpU]

Aquo suorssas (9idoad axowr 10 7) dnorny

“UI SQJTAIDS UOTBINPI $AIGRIP A1 sjuedroned Jo juodrad ey
SPOYIIIA [BUODINISUT

:Arunuuod moA
JO Spoau 93 J99W 0} S[BLIQJEW [BUOBONPA JO WNNOLLIND 0} IPLL NOA SUOHIEIJIPOW AU 9qLIOSIP A[JoLg

:PAsn WNNOLLIND JO SWEN

wei3old
$0JoqeI(] [OPOIA JOATY B[ID) pue WeISold $91aqel(] (UoneN Joa1)) 99300snjA ‘wei3old sojaqel( [OPON

anbronbnqy ‘wrei3o1d sa19qer( [9POIN 210wdIe)) (OI) sd1sed ((VAVY) SAI9qeI(] [P I :opnjoul
sumynoLund SHI paaoiddy (‘SHI Aq paAoxdde swunnorumo Jo 3S1[ U0 Jou J1 wnnoLumo Jo £dod yoeny)
WmmoLLIN)

:88990€ 9A01dwr 03 pasn sey wer3o1d oAk A391ens QU0 ISBI] JB 9QLIOSIP ASeI[J

‘wer3oxd uoneonpa sAAGRIP Y 03 SSAJIE SUTe3 AJIUNUIIOD JNOA MOY dLIISIP AJoLIg

(*sreLIRIEW SUONTEW JOUJO JO AINYD01q werdoxd yoeny)
wea30.1J uonedINp s3)dqei(] 03 SSANDY



[aP)

<L
weI301d uonednpy s9jqerq uonmnsuy urrosuodg
J101BUIpPIO0)) 1001 QARNSIUIWPY JOIYD)

“uoNIu30021 FUIS SI UONLZIUESIO FULIOSUOdS U YOIy JOJ SIOTAIOS
UuonEINPH JUSWSBUBIA-J[IS SARqRI( Y} SILIISIP A[QJeIndoe pue onyy st uonedrjdde siy) ur uonewoyur oy J,

(‘1e3A35Rd UI PAd[ORI SWODINO [BIIUI]D JUO 10 110da1 yoeny)
(pacyorn SIUWIDLA 3817 9sed[d) PNy SaWoAN() Pue AIe)) $AJGRI(] SHI Ul SJUSWIJ[Q dWoS
PNy SaWoAN() pue AIe)) ORI SHI W SIUSUWRPR [V~

JATenuue yoen wexdo1d oA S90p SOw0INO [BITUID JBY A

(‘1e3A35Rd UI PAYORI) SWOIINO [BIOTABYA] U0 10 110da1 yoeny)

soorals dn-moqo OSNUONBIIPIN
osnodoeqoy Suuoyuow 183nS poO[q S~

ared Aep 1§ poleforssomi,y
a1ed100 paje[oIuOnIYNU PuB poo,{

(A1dde yep 11e )yo9yd) /A[renuue yoen weidotd oL saop (S)owooIno [eIOTABY] JBY A\

:1e34 358d o1y SuLmp santAnoe [O)) Jo/pue uonenjeAd werdoid sajoqeIp 9qLIOSIp AJaLg

((quosap) PO AnsI3ay [euoneison
(poje1oud3 SINQY) Bpny [euonedonpy Ansidoy suoneondwo)
1PNy SAWodN() pue e sajqerq ADSISoy [eouon

“PIsn SUSWI[S BIeP [[& YD
uopen[eAy dwodNnQ pue peduw] weasord uonednpy sadqeIq

ON SOA (SN 10F S9pOd uoneonpa sAIqeIp Ay} asn AJJIoe} oA S0

WL} 1M UoneIoqe[[0)-

ssa1301d Jo uoneneAd JIpPOLIdJ-

SUOTJUQAIIUI [BUONRINPH-

uerd uoneonpy-

(8 pIepue)S Ul PIQLIOSIP SHUSWI[S SULIIAOD) JUSWISSISSE SPISU PIZI[BNPIAIPU]-

ON  SOA  (SuImo[[0} oy JO [[& SPNOUl SPIOIAI UOIBINP AN[Ioe) IN0K 0]

(‘Arunuuod moA ur $s2901d uoneINPa JUSWNIOP 03 PASN SULIO) YIeNY )
UONBIUIWNIO( PUE SPI0INY JUdI[D



<
-

ON SO A (Jo1onmsu] weidold g os[e nok ary

SIOH 9D uoneziuesi() suuosuodg op1 L weidoid
:(QuNSaI 1o A D U0 jou J1) 1834 3sed UI PAAISIAI SPPAID UONBINPS SUINUNUOD IST']

:(oumsar 1o AD yoeye Aewr)
9SBASIP O1UOIYD M Su0sIdd Jo ared pue juowddeuew werdoid ur s1edk soxy) 3sed oy ur 0udLIdAX o1§103ds ST

:(uumsar o AD yoepe Aew ‘9dA33S17) UONLIYNII IO JO/PUB UONBNSIZI ASUII]

:(oumnsario A D) yoene Aewr) sa139(]

“UOTJBOIJ1IID ISE] JO 91ep ‘HAD JI ON  SOA :10j8onpH S$ojoqer(] PoyIIe)

‘weI301d uoneonpH saJoqeI(] Y Ul SUrpom Judds Yaam 13d smoy [ejo,

:10JBUIPIO0)) SE PaJIE)s 9]

:oweN 10JeUIpIo0))

‘weI3old uoneonpy sojoqer( Jo JWweN

3|lJ0Jd J01eUIpI00) SajaqeI(



SIOH 7D uoneziuesi() suosuodg op1 L weidord
:(QUNSaI 10 A D U0 Jou J1) 1834 3sed UI PAAIIIAI SPPAID UONBINPS SUINUNUOD IST']

:(Qumsar 1o A D yoee Aeur) uoneonpa sA39qeIp ur s1eak 221 3sed oy ur 9ouoradxd oryroads STy

:(uumsar o AD) yoepe Aew ‘9dA33S1]) UONLIYNID IO JO/PUB UONBNSIZI ASUII]

:(oumnsario A yoene Aewr) sa139(

“UOT)BOIJIIIOD IS JO 98P “HAD ON  SOA :10jednpy sojoqer paynio)

:TedA 3sed oty ur Jy3ne) NoA seare JUAJUOD WNJNILLIND ISI'|

‘weI3o1d uonednpy s3aqeI(] Ayl ul Sunpom judds ypuow 43d s1oy [e10],

:1030NI)SU] S PajIe)s e [ uonIsoq

:ouIeN] 1030NNSU]

‘weI301d uoneonpy sojqer(] JO dWeN

3]1J01d 1019N.ASU|

45



46

Q=) :9[BWIRJ pUE S[BW JOqUINU [B)0 ], :S9[eWIRY JoqUINU [B)O ], :So[eW JoqUUINU [B)O ],
orewd
oleIN

SIBOK GO-<  SIBIA $9-Gy  SIBdA $1-0T SIedk 61> X3S pue 93y

(030 ‘sIoquuIdW A[Tue] “ 1 O] 9pNoul ABW IO gese ¢
(9=) soSe [eoquNU [BIO],

o3e yoed JoqUINU [BI0],

#xx(9qQLI0SIP) 19O
[euone)son
7odAT
[ 9dAL
SIBOK GO-<  SIBIA $9-Gy  SIBdA $1-0T SIBdk 61> 93V pue UONEBOISSE])

"9A0QE _ q,, STenbo zoquunu 1e30 1, ‘wrexdoxd sarsusyarduwod
e pa1o[dwod oym porrad ejep oy Sunmp paads syuedronred Jo roquuinu oy 101U ‘MO[dq £1039)18D 4B 10,

9 swexdoxd renred ATuo pajordwo)
P ‘wrex3oxd sarsuayardwod pyjodwo)
:oym juedronied e AQ poAIOII UONEINP JUSWFBUBI-F[OS SAIIRIP JO SINOY JO JOqUINU OFLIOAY

("wreagoad aarsuayRxdwod Jo sjuauodwod 3y JO AWOS AJUO SOPN[IUL [BIIR] )4y (‘UODEN[BAD
dn-morjo3 orpouad ‘ueld uoneonpa 19d SUOTIUSAIIIUI [BUONBINP JUIWSSISSE SPIQU SIPN[OUT JAISUdYAIdWO))),,

o :weidoid 4 rented Afuo Sunordwos roquunN
:werdoxd woarsuoyardwod Sunopdwod oquimnn
3 :syuedronred wei3oid Jo roqunu eio],

e

(reak/Aep/ypuowr) 01 (13K/Aep/quow) :porrad vreq
*9s5001]0 NoA porrad eiep Y1 wogg 2q p[noys J[oxd Y Ul UOTBWLIOJU]
-uonedrdde sy Jo sypuow 91 urim Surpud porrad ypuow-z | Aue o9q At [yoid siyy 10§ porrad eyep oy I,

‘weI301d uoneonpy s91qeI(] JO dWeN

9|1J04d Weibold uoneanp3



47

q=) [eloL

UueIpu-uoN
QAIJBN BYSE[Y pPue UBIPU] UBOLIOUWY
Apruy /Py

(q=) S3uIyas [[e Joqunu [elo ],

Sumes yoea roquunu 810,

:(2qLI0sap) YO

IONUY)) SSAU[[AN AJrunuuio))
I91U9)) JIOp[q

IOJUQ)) uonedNPH AIuntuuo))
3un)ds paseq-Aunuwwo))

(2qu059p) 19410
yuaneduy epdsoy
yuoneding [endsoy
OTuI[D) SUIPUEISIAL]
3uras [eydsoy 1o drur)
dnoin 11
(*dnoa3 ur pue ‘1 :1 S308IU0D JO JOqUUINU A SN [[9) ASBI[])
Sumoeg uonednpy



Section 6

Program Listing

Healthy Behaviors Form

Diabetes Health Assessment Form

ndian Health Diabetes Self-Management Education
Referral Form

Diabetes Education Assessment Form




sajaqerp/swer3oid [edIpat/A03 Sy MMM
"9)1S QOM-TUBIS0IJ S99qeI(] [eUOneN SHI

dse'pg1gAao1g/souropmsesruro
/IedyI[eay/SweI30Id[eoIpat/A03 Sy mmm
9IS qOM-SOp0)) UonEdNpy S91dqel(] SHI

0979/9T+L-89¢€ (S0S) :xeq

SThL-89¢ (S0S) :Puoyd

0CTL8 OJIXIA MaN “ooxdiys

091 xog Od

I21Ud)) [BIIPIIA OleArN WIdUION
yoo01dIyg e 191ud) sA3aqeI(] BAIY oleaeN

SHT1-87S (T09) xeq

€SS I1X9 “17€€-296 (0TS) :duoyd
LYCS] euozZly ﬂﬁou‘o&m

8¢ Xog Od

—mﬁmmom [BLIOWRA e nH nH
JOJIUR)) uoneINPH SANQRI(J JIOATY B[ID)

$990-.89 (816) :xeq
v€€E-9SL (816) :ouoyd
[10PPYL BWOURPO “99303SNIA

I]E yInos 71T
I9Ju0)) YI[BOH UBIPU] 9930SNA

LLEL-SLY (0TS) xeq
9897-SLy (0TS) :ouoyd
0SSS8 BUOZLIY ‘SO[Ie)) UBg
80T Xog Od

[e1dSoH ueIpuf so[re)) ues

$869-TH¢ (816) Xeq
15¥9-2H¢ (816) :duoyd
LT0¥L ewoyep[Q ‘vJoware[)
[endsoy uerpu] SHd
wei3o1d sAdqeI(] dIOWAIR)

L69L-81T (S0S) :xeg

LT0¥-8%C (S0S) :euoyd

90TL8 OJIXIIN MAN ‘onbronbnqry
AN “2ALI( TesseA 108

[endsoy uerpu] SHd

we13o01d sajoqer( anbianbnqry

$€6T-8L8 (TOY) xeq

L81€-8L8 (TO¥) :euoyd

1,089 eYSBIGON ‘05eqauuIm
[endsoy uerpuy SHd

weI301d SSAU[OAN Jopuny [, SUILIIY A\
weI301d s91oqer( 03eqauur A\

LSYT-€5S (1tS) :xeq

8LYT-€SS (17S) :ouoyq

19LL6 103310 ‘s3uridg wre

60¢CI xod Od

IOJUQ)) SSAUJ[O AN PUE YiJeoH s3uridg wae g
wea3o1d s9joqer(] ssuridg wre py

0L1€-LL9 (LOL) :xeq

081t-LL9 (LOL) :duoyd
0T+0-0LSS6 eruIojI[e) ‘pepruri],
0zt xod Od

121U YlJeaH reansJ,

"OUJ ‘SOJIAIRS [I[BIH UBIpU] paju)
wei3old $91qeL(] Ul ‘SHIN

*010 ‘syuouussasse werdoxd

150d ‘SAQAINS JOWNSUOD ‘UOIIBIUIWNIOP UONBINP ‘S[00] JUIWSSISSE SPAU ‘s10)39] 1oddns
‘SuOTIN[OSAI [BqLI}) SWLIOJ UOIIBINPI SIIIGRIP J0J 10BIU0D Ued NoA weidord 19yjo Jo Sumnsy| e ST aI0H

"9sN [BOO] JNOK J0J SWLIOJ 2SI} AJIpOow

Jo 1depe Aew weidoxd o X “SwWIOf uonednpa sa3aqeIp Jo sajdwes surejuod uondds Surmoq[oy oy,

Sw.o4 ajdwes Joj bunsi] weiboid

48



1002/90 "A9Y

“uoNeI U] USR]

"SUSIA 1UI19 0] BO| Bunsa) pue Joyuow Jebns poojq Aw Buuq |

*Jefins poojq Aw 9anpaJ 0} sabueyd ayew |

"sBuipeas Jebns poo|q ybiy Joj SuoSeas piodal |

"091-0% | UsaM]aq S|ealu Jaye Jebins poojq Aw dasy |

‘01 L-08 U9aM]aq 1Sejyealq 9404aq Jebns poojq Aw dasy |

‘pauue|d se Jebns poo|q Aw 1891 |

syuow 9
Joj 6ulog

Mou Jl
Bulog

Yeis 0}
Apeay

¥ noge
BumjuiyL

Bunsa) Jebng poojg

(2]
<

"Yoam Jad S} 810w 10 ¢
SOIJIAIJOR 9INSIa| 110 Op 0 |moq ‘Jjob Aeid |

"BUIALIp 10 pea)Sul SaauelSIP Loys Buyiem Jo Buluapled
‘“Yiom pJek Bulop Aqg sanianoe Ajrep Aw asealoul |

Jayyeam peq Buunp asi0axa o) Aem e pulj |

"Yoam Jad sAep /-G 9s12J9xa d0)S-UOU 0P 0 Y[eM |

"810W JO SA)NUIW OF 10} 8S1949%3 d0)S-LOU Op 1O MM |

syjuow 9
J1oj 6ulog

Mou }|
Bulog

yeis 0}
Apeay

¥ Jnoge
BumuiyL

aAoy Buleg

"uede sinoy 9-¢ ‘sawi) Jenbal 1e Jes |

"YO9M B 30IM} UBL) 8J0W OU SBUIAIAS PUO0DAS 13 |

"sabrianaq 9alj-1efins 1ayjo Jo dod 191p NULIP |

‘leaw Jad sBuIAIBS € 10 g 0} eiSed pue
991J ‘UI09 ‘pealq ‘saoleiod oyl sSpool Ayasels uwi |

"SUO0ISBI90 [R199dS U0 SOUIAIBS
|lews 0} Apued pue said ‘9)ed ayi| SPO0J 199MS Ll |

"Yyoom Jad Buinias g 1o | 01 abesnes Jo eubojoq ‘sdiyo
‘S9L} Youal) 8¥jl| SPO0) paLy 10 SPooy Jej-ybiy yuwi |

syuow 9
Joj 6ulog

Mou Jl
Bulog

yeis 0}
Apeay

¥ Inoge
BumjuiyL

llsm Bune3

"MO[9q
PISI] SBAIE O UI SIOIABYQQ 8D J[9S SAIOqRIP INOA SOqQLIOSIP 159 JBY) X0q A} d)ep 9sed]d

slolreyag AulesH




1002/90 A uoneoynuoppIuene R

"$9SSB[D U0NeINnpa Sajagelp
Buinunuod Jayio Jo sbunssw dnoib poddns puspe |

"9AI1OR 9J0W BuIwodsq pue sadloyd Hunes Ayyesy
Buyew yum aw ulol o spusuy 1o Ajwey Aw yse |

"9JBD J|9S $9J9CRIP puelsSlapun ued
A3y 0S spuatiy J0 Ajiwe) Aw yum uoiew.oul aleys |

syjuow 9 Mou }| uels 0} } noge
104 6uiog Buiog fpeay | Bupjuiyl yoddng Buipjing
"SIISIA 91UI]0 18 SYNSaJ qe| AW 1noge YSe |
"IN0 UNJ | 910J8q SUONBIIPaW Aw Uo Sjjiye. 196 |
‘Rep A1aAs auidipaw
Jebns poo|q pue ainssaid poo|q Aw ayey |
"Sjuawiuiodde o1uno Aw dasy |
"sdn-%99y9d S81aqeIp aulnoJ Joj Siuswiulodde ayew |

syjuow 9 Mou }| uels 0} } noge
Jo} Buiog Buiog fipeay Bunuiy L a9ie) [edIpaA

‘Rep Aians Buiylowos Aolua pue xejas 0] Aem e pulj |

"uejd Aw urjou pooy Jo S1ayo 01 0N, Aes |

"$S941S 9AdI[aJ 0] SBuIy) Jaylo op Jo ‘Aeid ‘9S1949Xa |

*9|qeI0JLOoIUN [99)
W ayew Jeyy sBuly} IN0ge aUOSLOS YNM Y[el |

"W9|qoJd Ynaiyip B 0} UonN|os
e BuIsooy9 a10joq uondo suo UeYl 810W JIPISUOI |

syuow 9 Mmou )i uejs 0} } 1noqe
104 6uiog Buiog fipesy | Bupjuyl ssang yum Buidon

*$9|0S PAUOIYSND LWL UIM S30US Jeam |

'sdens ,,019[9/ 0 Sdn 89e| YUM SB0US JeaMm |

*$S0J0€ JyBrens s|reuaoy Aw no |

'$J0S pUe SINJ J0j 198} AW %2349 |

‘Aep A1aAd UONO| YIM WiBY) qnJ pue 199} AW ysem |

syuow 9 mou yl Uels 0} )l Inoge
Jo} Buiog Buioq Apeay Bunjuiy L ale) 1004

(¢ abed) sioireyag AuyesH




100T/90 "A9Y

51

:uoNBOY U] JUSneJ

= | -se19qeIp BulAey 1n0ge 19SdN LR | USYM Ja1iaq (98] 01 SABM puIj U |

S R *9Je9 J|9s Aw Jo podal e Japiroid aJed Arewind Aw 9AIB ued |

B AR ‘folud | sBuiyy op uea | 1ey) 0s sajaqgelp A sbeuew ued |

ssssane F ......................... .\A:H._.mw—\_ @:_QQ ‘_Ou_. u_._mm>E C_EH._; :#@C@.:.m U—\_C. Cmo _

ssssane F .................................... .WH_E__ >—\_H_m®c C_—\_F_\s mmm‘:.m >E Qmmv_ :.NO _

L H € ¢
L € ¢
L € ¢
R € ¢
L € ¢
L E € ¢

SR IR *suondo aJed Jjas 1n0ge SUoISIIFP UMO AL el Ued |

99Uap1JU0I JO 10| & 3N JU3pyuoy aouapyu0a apy| K1ap

G 4 € ¢ I

*SI0IABYA] 9SAU) JO YIed J0J [9A3] 99UAPIILOI
InoA ajel 0} 9[eas BUIMOJ0} BY) 8S "SIOIABYSQ 818D J|9S S81ageIp JO 1SI| B SI MOjag

"8JB2 J|9S S9)aqeIp
10} S19npoJd pue SjusLLILaI} MU Jn0ge suonsanb yse |

"8Je9 J|9S S)9qRIP IN0GE $%00q pUe Saulzebew peal |

syjuow g9
Joj Buiog

Mou Yl
Bulog

yels 0}
fpeay

1 inoqe

BupjuiyL Ayjiqisuodsay [euosiad

*Jeak e 99U0 pax2I9yd Swnb Aw aAey |

‘fep A1aAa 19a) Aw SSO|) |

‘Rep A1ans Y1aoy Aw ysniq |

syjuow 9
Joj Buiog

Mou )i
Buloq

YelS 0]
Apeay

11noge
BunuiyL

alen [euag

(¢ abed) slolreyag AuyesH




52

1002/90 “A%Y ‘uonedynuaprjuaned
Ajjensp Sawllswog usyl pue Moy |le 18 JON JIam SHIOM SS8.1)S AW 8As1ja1 0} Op | JBUM
ww—\_(_:.wgom ............ OZ ...................... m®> .......................... ”wmwhﬁw ®>®__®.h OH. w@C_CH. _:%Q_wc ._or_“.o OU .ho wm_o.._wxw —
SOWAWOG Qe QA T 'paSSBAS WE | USYM 8OLIS 0 YULP 10 188 |
AS@__I_V m .v m N F A;OI_V ............................................................................. ”CQQD WNI _®>m_ mwm\;w >_>_

) [013U0D [ OP [[9M AMOY PUE [33) [ OP SSAI)S Yonuwl MOH

ON"" SQp e :yyeay Aw sAoadwi yaym sbulyy sy op 01 sw 8beinodua spust) pue Ajiwe) 8soj9 A
OZ ....... wm> ............................................................... wmﬁmﬂm_b FDOQN C‘_Nm_ O”_. ”_.CN>> wc:m_‘_u— UCN >__EM% @WO_O >_>_

:sajaqelp Aw ypm aw djay [Im oym (s)suosiad Jo diysuonejas pue sawey
O—/— ....... m®> ...................................................................................................... ”\AD\_NQC Lo wm:OF\_ >E C_ ®>__ >®—\_|_l

OZ ....... m®> .......................................................................... ”OE Q_m—._ OH. V_w.m CNO _ H..N_.._”_. wc:w_‘_u_. UCN >__Em% ®>ms _

2$9)9qeIP AW [0.3U0) 0} $)I0JJd Awt Jaoddns Ajwiej pue SPUILL) AW Op [[9M MOH

swajqoud Jayyg swajqosd oN SIU1 91 10U [IIm Ssoq A 9ARD| YIIS OU BABY | SyBIU HIoM |
“SHSIA 21UI19 J0 uoieaNnpa Aw 0} Buiwod ur Swajqoid asay} aARY ||IM |

SNQ 10 UBA B 8L [ JoSAW BAUp | oUUI SOALID UL JO ALy Ajy o1UI[2 0} 196 | MOH
IUI9 By} 0] SaIW Auew SIY} [aARd} |

£9JB) J10J JIUI[D 0) SUIWO0) A0 uonedINpPd sd)qeIp Aw sundjduwod ur swajqoad ey | [[IAA

Fnp— S — LaIn|ie) AaUpD| 9STIED SEIAqEID UED
auoN " Aue AjpJey " awog 10| " /RO [ROIPAL PUB BUIDIPAW UBIPU| URY) JaLy0 Saonoeld Buijeay asn |
1onaN Aue Ajpley ~ aLog O e eal AL sA0idL 0] SAEM UBIpU] [BUONIDED 98N |
NOIIP 00 " UNOINQ " B|qISSO T :9Je S919qeIp AW |00 0} 8w 0} pasu | sabueyd 8yl
auoN  Aue AIpJEH " 9LI0g TRV — “L3[EaY 1Ny AW JOAO [0AUOD YINW SIU) ARY |
auop AU AjpIe " W0 O e Ueal AL JN0GE POLISOUOD LU |
J00g e S OO JUBJGONG oo ‘s1 eay A

:159)aqRIp pue Y[edy Aw jnoqe SIIRq A\

TTONSAND [0Bd 10J JOMSUE U0 9[JII10 ASEd[ 'SPOdU [enpIAIpUL

INOA 199W 0} UONBINPI $AJoqeIp IN0A opIng d[oy [[IM SIoMSUER INO A "WLIOJ SIY} JO YoBq PUB JUOIJ O} INO [[IJ 9SLI[J

JUBWISSASSY UleaH S91aqei(




53

1002/90 A4 :uoneognuapy JUdNRJ

(1o & ynp) § ¥ € 4 L (ap Aisp)
"$9)ageIp 1N0Qe 19Sdn |99} | UBYM Ja11aq [99) aw djay 0} SAeM pull UBD | 92USPIIUOD BARY |
O.O_ .m QU_._DOV m .V m N _‘ Aw_”_.._.__ \C®>V ............................................................
‘Buiop Aolus | sBuiyy op ued | eyl 0s sa1aqelp Aw sbeuew UBD | JRYL 92USPIILOD dARY |
C.O_ N ®”_._:Ov m v m N _‘ Aw_t.__ >s_®>v ............................................................
"Ayyeay Buiaqg Joy yasAw uiyum yibuans syl pull ued | 1Byl 99UBPIUOD BARY |
Q.O_ N ®”_._:Ov m v m.. N —. Aw_t.__ >s_®>v ............................................................
"sajaqelp AW pajosye SYSIA UsaMIaQ 8ied J|as Aw moy J0jo0p Aw |8} UBD | Jey} 80UBPIIUOD BARY |
Q.O_ N ®”_._:Ov m v m.. N —. Aw_t.__ >s_®>v ............................................................
"SPaau yyeay juabin pue aunnoJ Aw 198W 0} SIIAIIS 8Jed Ujeay asn ued | Jeyl aduspluod aAey |

(101 & 8ynp) g 1 € 4 L (3 Aisp)
"9/ [ROIPALU U0 9JBD J|9S UBIMIAQ S9II0YI 9jeS ayew URD | Jey} 89uapljuod aAey |
O.O_ .m QU_._DOV m .V m N _‘ Aw_”_.._.__ \C®>V ............................................................
"9JeD S919qRIp AW Ul JeIS 21UI9 Byl yum Jauped [enba ue se ajedioied ued | eyl 99UsPIUOD BARY |
O.O_ .m QU_._DOV m .V mU N _‘ AQ_H_.__ >h®>v ............................................................
'suondo aJed J[ds IN0QR SUOISIIAP UMO ALU 8yew URD | Jeyl 99Uaplju0d aAey |
.$919qeIp AWl FuIieuewW Ul JARY | OP JUIPLUOD Yonuwl MOH

"djay 01 Je1s [eudsoy ayj WOJ) BUOBLIOS pasu Iim | —
"aW yum abenbue| Aw Syeads oym suoswos Bulq ued | (ou0 %93y9) ,SOA, H
ON SOA T -abenbue| uelpu| aAleU AW Ul SUBSLW UOIBULIOJUI BU} JeYM BLU ||9) 0] UOBLWIOS Pasu |
m”_._m_> >>®u_. .m L®>o .............. @OCO ”_..m __< ....................................................................... CO_”_..NODUQ WQFQQN_U >E @v___ _
13410
WLQH:QEOO @C_WD ....................... wLQCH.O OH. @C_Cwu.m_l_ ......................... mco_wm—.‘_ow_o ........ >>o: QE DC_>>OF\_m m‘_mp‘:.o
Buipeay worrreeeeeeeee salnow,saplis Buiyorepn (suo ueyy aiow 9jo419 Aew noAk):sAem asay) ul ules| 01 a9y |
SWIBJ 0) NI[ | MOH
>H._C:tOQQO _(_< ............ QOCQ__NF\_Q < ................ Em_QOLQ < ....... C@U‘_:Q < ........... L@mew_b < ..... nw_ wwﬁwnm_b DC_>N_I_
LQF\_FO ........... DC_H.Q®00< ............ ®@C®F\_O OZ .............. U.Nm ............. >LDC< .......... Uwu.w.:.w_):“* ................ %w__mﬂw_a
Ayingy s yooys " (8uo ueyy aJow 92419 Aew NOA) :S918qelp Aw Inoge Aem siyy Sjas) Ajiwey Aw yuiyy |
hm—,t.o .............. @C_”_.QQOO/\
@@:NCQ O—/_ ............. —Uﬁm ............. >L@C< ............ U@HNLHWDL& ........... %m__wnw_o ............ >H.__—x_® .................... V_Uo:m
(ouo ueyy aiow 9]2419 Aew NOA) :|98) UBYO | TRYL pull | ‘SO1SQRIP 9ABY | P|O} SBM | 89UIS
.$9)9qeIp SulARy Jnoqe [33) [ OpP MOH
2 9beq - JUBWISSISSY YlBaH Sa8laqelq




“(urumgqpe durin dqyo.d pid 91 vqH Surpnpour)
SQE[ JUIIII JSOUW PUB I[NPIYIS UONBIIPIW JUI.LIND JO (APIS ISTIIAII UO )SI] 10) sA1d0d yoeye ased|q

e dan)eusdIS JIPIAOL]

(urerdxo aseord) 1Y

suonedridwod o1oIyd Sunean) pue Surj0d)op ‘SUNUIAJL] e

suonjeorjdwod 9Jnoe Sunean pue 3urjoop ‘BUNUIAAL] o

Juowo3eUBW S9JOQRIP SULIOJIUOI

[euone)sod /Aoueuord Sunmp juowoFeur|y . SUODJBOIPIIN
ared uondoouodald e KNADOR [BOISAYJ o

juounsn(pe [e100SOYIAS juowoSeurW [BUONINNN o

Surajos wojqoid pue Suros (oD . suondo juow)eon)/ssooo1d oseasiq e

:(Spoau [EUOT}BONPA JO JUSWISSASSE U0 Paseq) SUImo[[of a1} uo JonIsur o],

WEd T, uoneInpy saRqeI(q

uondNISUl [enrul )sod S[ID[S JUIWAIFeUBW— J[IS SIPIGRIP MIIAIY

(AAd “VAD THD TIN ‘N.LH) 9SB3SIp J8[nOSBAOIpIE)
(wsAmoueoIdry ‘oanerajrjordord) Ayyedounoy

100} 9jesudsu]/ AyredornoN

uonoONISul urnsuy BLINUIO)OI 10 [p/sSw < VIN-AyredorydoN
(SS/$v>TAH ‘001<T1a"D) prwopidipadA
:(2qLI9sap) JuowIean Ul ULy (%8< D1VQqSH) [013U00 OTWOIA[S 100

K)18s900U TeOIpaw/SuOnEIIdwod YPIMm sojoqeI(]
~DAd Aoueu3oid pue soyoqerq
sojoqerp pasouderp A[maN

:AJISSAIIN] [euUOnBINPY

INADd  NAD 10dKy zodAy  :sojeqerjo adA

#Ud 'Vd ‘dN ‘Od ‘dIN SuLLId)Yy
drz9e18/81D $S2IPPY

Jquny ey

#pvuodduoyd  90d juned

54

[e19)ay uoneonp3 jusawabeuey\-Jj9S Sa1aqeIq YleaH Uelpu|




:ydei3ossaippy

95

PO M)

YO )
Y0
Touuiq

£

{INO 180 NOA Op UdJO MOY

oom( “‘dod ssof yuL )

OZD

aesnods ) MENE (osnoy oA ur 3urddoys oty SOOp OYAL
aesnods ) MEN osnoy JnoA ur Surood Ay} SA0p OY M
youn [ Isepjearg ) (dDs 01 pud) NOA Op STBOW YOTYA\
0 10 (¥ed noK op Aep e sown Auewl MOH
PO O

so[qe)oSoa drouwr yey [ JeSns ssopjed [T Jeysso[jed [ SSA[Jed [

jopeuw noA daey saueyod Jo sadA) jeym ‘sok JI
SOA [ (S1eqeIp oABY NOK INO punoj nok aouls AJUSIIP Suned nok ary
:suqoy Suyvsg

JuawWwyeal] Jo poylsN

'POYRIN [03U0D) I

Jeows ded 1se 7 gV 1 d D uswop

K103S1Y 9FUuByd 1YIIOM

((pooj/ourdorpowr) saI3I9[[e UMOUY

(So113Ins Auy

19WO

uode], oWl oso(g oweN
uoye] ouwl], oso(g sweN
uode], oWl oso(g oweN
(ST} IOJ 93e) NOA Op UONBIIPAW JO (S)pury 1ByM

swoyqoid oo, ) swojqoxd Asupry| /) swo[qord oAg M)

3SBASIP WEdIH )

[o10)s0[0yd YSIH [ dd YSIH [ swo[qoxd oN [ (SuImor[oy ays Jo Aue aaey nok o

KioisiH [ealpa

aeq o]y uIqo[3owdH

(Aep Jo o} jeyA\ (1591 NOK Op U9JO MOH

:191oW JO dweN ON A M) J3uuioyiuowr 9s0on[3 poojg

JUSUA\  jPIeym ON ) SOA M) {UBINAIP B UOS NOA dABH

PRI PN (PIyM Sk JT

ON [ SOA [ (uoneanpo sajoqerp snoradid Aue pey nok aaeHq

‘spuawwo) ON [ A M) (S919qeIP IN0A JO asnedaq swid[qold ey Aue daey nok o
(OIOUM sisougerp jo aje(

oI NWaosbd 0 Was ) 1edAL O CodAL ) seeqerp jo odAL
:SjuoWWOo)) sjuaredpueln ) spunAUNY [ SSUIQIS M) YO M) Bpyel M

SUON M) (S919qRIP 9ARY Jey) SIdquIdW A[Iwe) Aue 219y} oIy

hoisiH sajeqeig

:IOMITAIU] 291

LLIO4 JUBWISSASSY Uoneonp3 sajaqelq




56

OZD

10/9
suonezifeydsog,dq wexo 100,
wexd [eIuaq wexo o9Ag
1op1aoid a1ed Arewtig nsIA dDd Ise1
uonezinn aled yyesH
sjuowIwIo))
ON SO M) Juayjods o3en3ue| [equi], uorjeI[Ije Jequy,
SJ0]de4 [eJnjing
1oddns 1030
uosiad 1roddns Arewig proyasnoy ut 9pdoad jo #
YO [ PIMOPIA [ PIOIOAIQ [ POLUBN [ QSUIS [ SWE)S [BILR]N
wsajsAg voddng
sjuowwo))
YO ) sseng [ oSenSue [ Sulpedy [ SulledH [ UOISIA [ :SUIULIE] 0} SIALLIE] 9[QISSO]
Po19[dwod [00YdS JO SIBAA JO JOQUUINN ON A M) {SUIOOUOD [eIOURUL ]
SINOY 10 M juowAo[dwo SNoIAdIJ/AUdSAI]
JILLOuU0I80130S
(IIM/SHULIP JO IaquinN mo M) N[O SPA D ¢10Yo9dIV
gunowre/odA]  jsreak Auewr moH M) mo M ON M SOA [ (19sM) 099eqO,
$J0]oe4 )SIYy
SUON M) Ie3ns poo[q YSiH ) Ie3ns poo[q Mo M) pm swdpqoid Auy
sjuowwo))

SOA [ Juoneorpawr sajqerp mok yyim swojqord Suraey nok a1y

uoye] owiy,

uoye ] dwiy,

uoye] owiy,

aso(q oweN
aso(q oweN
aso( oweN

SuoyYIIPIW  S212qVI[
Ke/AL SINOH

OoMm B sown Auew MOH

SONIAI)OB/ISIOIOXD JO 9dAT

SIS12A4IXT]

(penupuod) JuaLlyeal] Jo POUd




Contributors

Indian Health Service (IHS) National Diabetes

Program
Gwen Hosey, MS, ARNP, CDE

Lorraine Valdez, BSN, MPA, CDE
Cheryl Wilson, MS
Kelly Acton, MD, MPH

IHS Albugquerque Model Diabetes Program
Robin Thompson, RN, CNS, CDE
Ruth Bear RD, MS, CDE
Beth Toman, MD

Albuquerque Urban Clinic
Terry Fisher, RN, CDE

California Area Diabetes Program
Dawn LeBlanc, RN, CDE

Chinle Comprehensive Health Care Center
Darlene Lampley, MS, RN, CDE

IHS Claremore Model Diabetes Program
Eileen Wall, MS, FNP, CDE
Michelle Ruslavage, RN, BSN
Melanie Sipe, RD, CDE

Coquille Indian Tribe
Kelle Little, RD, CDE

Gila River Diabetes Education Center—HuHuKam
Memorial Hospital

Shiela Tann, RN, ND

Sarah Rosenbloom, RN, BSN, CDE

Ft. Totten Diabetes Program
Karen Frohlich, RD, CDE

Mississippi Band of Choctaw Indians
Lynda G. Johnson, RN, BSN, CDE

Muscogee (Creek) Nation Diabetes Program
Johnnie Brasuell, MS, ARNP, CDE

Northern Minnesota Diabetes Resource Center
Susan Head, RN, BSN
Kristen Klinfelter, RD, LD

IHS Nutrition and Dietetics Training Center
Leeanna Travis, RD, MS, MA, CDE

Teresa Kuracina, RD, MS

IHS Phoenix Area Diabetes Center of Excellence
Cindy Bochenski, RNC, CDE

Omaha Tribe of Nebraska Diabetes Program
Craig Capron, DPM

Roger Saux Health Center, Quinault Indian Nation
Andrew Awoniyi, RN, ND

Shiprock Service Unit, Navajo Area [HS
Nancy DuPree, RN, MPH, CDE

Annee Coots, RN, BSN
Evette Polczynski, MD

San Carlos PHS Indian Hospital
Linda Clark, RN, BSN, CDE

Seattle Indian Health Board
Judy Tomassene, MS, RD

United Indian Health Services Diabetes Program
Terry Raymer, MD, CDE

Wagner PHS Indian Hospital
Colleen Permann, RN, BSN, CDE

Warm Springs Health and Wellness Center
Robert Collison, MS, RD, CDE

White River PHS Indian Hospital Diabetes Program
Pat Lundgren, EdD, CDE

Wind River Service Unit
Dianna Richter, MPH, RD, CDE
Marion Ute, RN, CDE

Yakama Nation Diabetes Program
Monika Frantz, MPH, RD

Tribal Leaders Diabetes Committee
Patricia Martin, Yakama Tribal Nation, Portland
Area Representative
Judy Goforth Parker, Chickasaw Nation of
Oklahoma, Oklahoma Area Representative

Tribal Leaders Diabetes Committee-Technical

Workgroup
Thomas John, United SouthernEastern Tribes,

Nashville Area

Special thanks to:
Joanne Lafley, MSN, CRNP, CDE

Pat Schumacher, RD, MS, CDE

Fran Stracqualursi, RN, BSN

Two Feathers Consulting, Gale Marshall
Kayano Communications, Cecilia Kayano



